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OLDER VETERANS: GROWING NUMBERS AND 
CHANGING NEEDS 



MONDAY, AUGUST 27, 1984 

House of Representatives, 

Select Committee on Aging, 
Subcommittee on Human Services, 

Bound Brook, NJ. 



The subcommittee met, pursuant to notice, at 10:35 a.m., in the 
American Legion Hall, Giles Biondi Post 63, Bound Brook, NJ, 
Hon. Mario Biaggi (chairman of the subcommittee) presiding. 

Members present: Representatives Biaggi, Florio, and Rinaldo. 

Staff present: Robert B. Blancato, staff director; Joe Staiano, leg- 
islative fellow, and Paul Schlegel, minority staff director. 

STATEMENT OF REPRESENTATIVE JAMES J. FLORIO 
Mr. Florio. The hearing will come to order. 



subcommittee. We understand that he is on his way, but in defer- 
ence to the schedules of all who are here, we will start the process; 
and, of course, as soon as Chairman Biaggi gets here, we will go 
forward with him presiding. 

I am Congressman Jim Florio; and, of course, Congressman Matt 
Rinaldo is here as well. And we welcome all of you to this very im- 
portant hearing. This hearing is going to deal with questions sur- 
rounding the problems associated with aging veterans. 

I am interested in being here in a number of capacities. I am not 
only, as Congressman Rinaldo is, a member of the Select Commit- 
tee on Aging, I happen to be a member of the Veterans' Affairs 
Committee. So, I have got some cross tabs in being here. Over and 
above that, I am a veteran, as I suspect most in the audience are as 
well. 

I will turn the meeting over to Congressman Rinaldo pending the 
arrival of Congressman Biaggi. Let me just editorialize with one 
somewhat provincial concern that I have, and I would ask permis- 
sion to put my entire statement in the record in its entirety with- 
out objection, and that will be ordered. 

But I would just offer to you a somewhat provincial observation 
as a Congressman from the southern half of this State. 

I know everyone here is a member of an organization, that is 
statewide organizations as well as national organizations, and the 
fact that the location of many of our VA facilities being somewhat 
remote from the southern portion of the State leaves the veterans 
in that portion of the State— and we have something like 250,000 
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veterans in the southern counties. Over 105,000 of them are World 
War I or World War II veterans, and, of course, those are the vet- 
erans who are becoming more and more in need of effective medi- 
cal assistance out of the VA system. 

Our veterans are required to go to East Orange or Lyons, go as 
far as Wilmington, DE, Baltimore for some specialized treatment 
or the Philadelphia or the Coatesville, PA, facility. 

It is very inconvenient, the service of some of those facilities, 
particularly the Philadelphia facility. It is less than perfect, and we 
are in the process now trying to make some of those changes. * 

I would just throw on the table, and perhaps it will be developed 
through the course of the testimony, the proposal that in the ren- 
ovations and the modernization that is going to be taking place at 
the Philadelphia VA hospital that some due consideration ought to 
be given to the new initiative that is being considered in other por- 
tions of the country, the satellite facility, apart from the Philadel- 
phia facility in south Jersey. That would be a tremendous improve- 
ment for purposes of convenience and better service for those indi- 
viduals who are required now to travel as much and sometimes 2 
and 3 hours to go to the VA facilities that they are required to go 
to. 

I would ask that hopefully out of this committee deliberation 
that we would be able to impact upon the VA to give some consid- 
eration to that proposal. 

[The prepared statement of Representative Florio follows:] 

Prepakf.d Statement of Representative James J. Florio 

Chairman Biaggi, Mr. Rinaldo and friends and co-workers in attendance, I would 
like to thank you for this opportunity to hear in greater detail the plans of the Vet 
eranb Administration to care foi the aging veteran, especially the New Jersey yeter 
an. Throughout my career in Congress I have been concerned with the situation of 
the veteran, especially when it pertained to medical care. I would like to relate a 
fetory, if you will, of personal development which has happened to me during the 
past six months. Earlier this year I was able t. secure a seat on the House Veter- 
ans Affairs Committee. It was a position which I had sought for some time and one 
which could not have been achieved without the efforts and help of several of you 
present here in this room today. 

I am a veteran myself and am still active in the U,S. Naval Reserve, where I hold 
the rank of Lieutenant Commander. A long time ago my father used to paint the 
great Navy ships as they came in for overhaul and repair at the Brooklyn Navy 
Yard. As a little boy growing up I can remember listening in awe as my father told 
stories of those ships and their histories which he had learned from their crews as 
these ships fought their way through World War II. I suppose that's why I ended up 
in the Navy when I enlisted and not the Army or Air Force. 

Since my appointment to the Committee I have had the opportunity to discuss 
with literally hundreds of New Jersey veterans the problems and concerns which 
affect them and Jieir families. I have hosted a meeting in New Jersey which al- j 
lowed us to talk with Chairman Sonny Montgomery of the House Veterans' Affairs 
Committee which marked the first time in memory that a full chairman of that 
committee came to our state. I have met with Vietnam Veterans on many occasions 
and was proud to be able to stand among a group of twelve Vietnam Veterans from • 
New Jersey as we attended a ceremony in the Rotunda of the United States Capitol 
for the Unknown Soldier's return from that war last Memorial Day. In short, I have 
learned first hand from these men and women exactly; what they believe their prob- 
lems are. I am finding that this type of rapport is quite helpful to me and my staff 
as we work together to obtain solutions for many of these questions. 

There are several simple facts which define the situation as it pertains to health 
care for New Jersey veterans-and for that matter for veterans throughout the 
entire country. 
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First, as you know the Vc-U-rans Administration is obligated by law to provide 
complete medical cart for all veterans once they attain the age of 65. This is the law 
of the land and has been observed by the VA since its inception in 1980. 

Second, people society as a whole are living longer than ever before and it 
appears that medical research will continue this trend in the future. 

Third, during the second World War the United States had well over 13 million 
men and women in uniform serving in our country's armed forces. This was and is 
the largest number of people ever sworn to defend our country and while it is 
p proper to say that the actions and deeds of these people have greatly contributed to 

the peace we know today this group also noses the greatest test to the V.A. s ability 
to meet the mandate which it has received from the Congress. 

Fourth, this large number of World War II veterans who now number some U 
* million have reached or will soon reach the age of 65 thus entitling them to com- 

plete health care by the Veterans Administration hospital system, 

ror several years now the V A. has been attempting to determine just how it will 
deal with such an influx of potential new patients and out-patients. Certainly it is a 
task which has been unprecedented in history and it will be the duty of the House 
Veterans Affairs Committee to review and insure that the actions and plans of the 
V A provide the best possible care for our nation's veterans. I am looking forward 
to working with the committer in the future as we, together, with the Veterans Ad- 
ministration make sure that the words of Abraham Lincoln, "to care for him who 
shall tvwe borne the battle and for his widow, and his orphan," are carried out. 

There is nowhere where this motto of Lincoln's could better be applied than to 
the veterans situation in Southern New Jersey. There are some 250,000 veterans of 
Southern New Jersey and over 105,000 of them are veterans of either World War I 
or II The VA Medical Centers at East Orange, Lyons, Wilmington, Delaware and 
I hiladelphia offer the closest VA care for these men and women. Veterans who will 
soon be fi'i years of age or greater will be forced to drive well over an hour in nearly 
all cases and nearly two hours in most cases to receive medical care. If that veteran 
is infirm or disabled and cannot drive his situation becomes critical. 

Clearly there is a need for an increased medical presence by the V,A. in Southern 
New Jersey I know that there is a long overdue major addition to the Philadelphia 
Medical Center which hopefully will be approved by Mr. Stockman and the Office of 
Management and Budget this year I am hopeful that the Administration in Wash- 
ington sees the light so to speak -and approves the Philadelphia project immedi- 
ately I also hope that the VA begin to think about the placement of a satellite out- 
patient clinic somewhere in Southern New Jersey in the very near future. This 
would offer a cheap and efficient means of providing quality medical care to the 
thousands of previously "unreached'* veterans in Southern New Jersey. The prob- 
lem of medical care is the most pressing problem to New Jersey veterans and it is 
one which will increase in its seriousness unless some thing is done about it before 
it reaches crises proportions. 

I fail to understand the rationale behind the long term national effort of prolong- 
ing the lives of our people only to allow the quality of life of the older American to 
deteriorate Nowhere is this unspoken policy of certain people in the Administration 
more apparent than in the manner in which the Aging Veteran may be treated. It 
is time to do something and it is time to be bold. Further delay and study at this 
lime will be sure to solve the problem but in a manner which would border upon 
the criminal I am anxious to work with the Veterans Administration, the House 
veterans Affairs Committee and state and local veteran leaders to guarantee that 
the long relied upon certainty of medical care is not snatched from our veterans just 
when they will n<>ed it the most. 

Thank you. 

Mr, Floiuo, I now recognize and yield to our Congressman 
» Rinaldo. 

STATEMENT OF REPRESENTATIVE MATTHEW J. RINALDO 
« Mr. Rinaldo. Thank you very much. 

I want to express my appreciation to Congressman Florio for 
coming up here today. It is quite a trip for him, since this is part of 
my district. I certainly welcome you to the Seventh District and am 
glad to have you here this morning. 

I also want to welcome our witnesses and audience this morning, 
as we look into a very important issue. I might mention at the 
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outset that this is an official hearing of the House Select Commit- 
tee on Aging and that the testimony of the witnesses will be pub- 
lished. The only ones who are allowed to testify under the rules of 
the House are the people who have been invited to testify— the 
panels of witnesses, 

I understand, however, that there are one or two individuals who 
have statements that they would like to make or put into the n 
record— and what I would be willing to do, if I can obtain unani- 
mous consent to do it— is allow those one or two individuals 1 
minute to speak at the end of the hearing. Their written testimony * 
will be incorporated in the record in its entirety, 

I say that because that is about the best that we can do and still 
keep within the time constraints, I know that Congressman Florio 
has another meeting at 12:15, and Congressman Biaggi and myself 
are supposed to be at another meeting at 12:30. 

Mr. Florio. Mr, Chairman, may I ask unanimous consent that 
the record be held open— the record of this hearing— be held open 
for a 2-week period so that even if there is someone who out of this 
hearing thinks there is something they would like to put into the 
record they can contact through you or through my own office, our 
offices, to have information out into the record. 

Without objection it would be so ordered, 

Mr. Rinaldo. So ordered. 

I would also like to welcome our very distinguished colleague 
Congressman Biaggi who has come here all the way from the 
Bronx. We are glad to have him with us. 

Three weeks ago, the Veterans* Administration released a study 
which documents the tremendous increase in the number of veter- 
ans over the age of 65. 

Today about 11 percent of our Nation's 28 million veterans are 
over the age of 65. By the year 2000 that number will triple, and 
two-thirds of all the men over the age of 65 will be eligible for 
health services from the VA. 

In New Jersey alone there are over 1 million individuals who 
served this Nation in the Armed Forces, and there are an estimat- 
ed 30,000 right here in Somerset County alone. 

We are here today to look at this issue, and to see what needs to 
be done to care for the growing number of senior citizen veterans. 

At the outbet I want to underscore one very important point. I do 
not feel that the answer to this matter is in cutting VA benefits. 
That in r.iy view would be dead wrong, and we must keep in mind 
that we are talking about men and women who earned these bene- 
fits by serving this country, 

In the VA report released earlier this month, the VA stated: * 

The Veterans, Administration has a legal and a mural commitment to provide ap 
propnate medial and human services to those who earned these rights in service to 
their nation. * 

I agree with that statement 100 percent, and I believe it is the 
attitude everyone in Congress ought to have as we debate policy 
about veterans. 

Now before we go into the veterans, and the people who are 
going to testify, I would like to also recognize Michael Pappas, a 
freeholder from Union County, and thank him for coming here this 
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morning to listen to the results of this hearing along with the 
many very distinguished representatives of all of the various veter- 
ans' groups and aging groups who are present 

The witness list this morning includes Dr. Terrie Wetle from 
Harvard University; Dt . John Mather from the VA; and represent- 
atives from the three largest veterans' organizations in the coun- 
try. 

I am hopeful that this hearing will help us in Washington as we 
consider programs administered by the VA, and I, for one— and I 
am sure my colleagues here will join me— will work full time to see 
that we meet this challenge, and not simply brush it aside by 
saying that we don't have the will power- 
To my knowledge, this is the first hearing ever held by the Aging 
Committee anywhere in this country on the subject of older veter- 
ans. I am very pleased to say that it was scheduled at my request. 

Finally, I can assure our witnesses that we will take their testi- 
mony back to Washington, and fight actively to see that Congress 
lives up to its longstanding commitment to our Nations veterans. 

I would now like to call on the very distinguished Congressman 
and colleague, friend, Congressman Mario Biaggi for an opening 
statement. 

STATEMENT OF CHAIRMAN MARIO BIAGGI 
Mr. Biaggi. Thank you. 

First, permit me to apologize for being late. I was told that the 
trip from the Bronx would be a half hour or 45 minutes, at most, 
and I think it was double the time. 

But, in any event, we are here, and rather than give you my full 
statement, I would like to offer a set of recommendations. 

But, before that, permit me to take this opportunity to commend 
Matthew Rinaldo who has served with me on the Select Committee 
on the Aging for a number of years. He is the ranking member of 
the minority. 

We have worked very closely together with all of the problems of 
the aged. His special interest in the veterans is as the result of the 
respect that I hold for him. I responded to his request to have a 
hearing today. 

I am also delighted to join with my dear friend and colleague on 
the Democratic side of the aisle, a Congressman who needs no in- 
troduction in New Jersey, or really in the Nation because he has 
been in the forefront of some of the most controversial issues, but 
important issues as they relate to human beings, my good friend 
Jim Florio. 

Anyone who wants a statement can have a complete statement 
later, but permit me to recite some of the recommendations. 

Matthew made some reference as to the demographics. They 
don't warrant repetition, but they are important; they are critical, 
for review and for understanding the full nature of the problem, of 
the veterans of our Nation are growing old in large number most 
rapidly; and there will be a very critical problem unless we do 
something about it, and plan beforehand. We will be confronted 
with a crisis and we will find Government operating in response to 
a crisis as generally Government does. 
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That is why this hearing takes on special significance, because 
we are not dealing, we arc hopefully not waiting until the crisis de- 
velops. We can see it coming down the road and something should 
be done. 

And one of the things I recommended is that the Veterans 1 Ad- 
ministration should immediately create a new Deputy Administra- 
tor for elderly veterans, » 

Presently the top two positions in the VA are Administrator and 
one Deputy Administrator. We have made the same recommenda- 
tion in HHS in relation to aging, elevate the status of the individ- * 
ual assigned to aging, and what that does in whole bureaucracy is 
gives that problem and that sector of the population special atten 
tion, and the problems associated with special attention. 

And we feel that with the creation of this new post the elderly 
veterans will be getting special attention, and hence their cause 
will be advocated in the hierarchy of the Veterans' Administration. 

The Deputy— the new Deputy could coordinate the work which 
must be undertaken if the VA is to respond to the challenges 
which lie ahead. 

# Apd another proposal is to expand the ongoing program of estab- 
lishing geriatric research education and clinical centers. The goal 
is to establish 30 such centers by the year 1990. I believe there 
should be one in every State. 

Another proposal is to conduct realistic studies on how to imple- 
ment effective cost-containment measures in VA hospitals and re- 
lated facilities. Clearly that is going to be an important problem. 
There has been an effort, and it is in force now, to implement some 
effective cost-containment measurements in the hospitals of our 
Nation outside the VA, with prospective reimbursement in place it 
seems to be working. It is not a perfect system, I don't know that 
we have ever devised a perfect system. 

There will be a reduction in cost of hospital care, and no doubt 
something should be done in the VA hospital system. 

A worthwhile study might be to see that the prospective reim- 
bursement system currently in effect under medicare hospitals 
would be applicable in the VA hospital. At least study it and see 
where we are and determine whether or not it could be appropri- 
ately applied in the VA's hospital system. 

One thing I think we will all agree on: Government is probably 
the most wasteful operation known to man, and we cannot afford 
that. Looking at a big deficit, we are looking at expenditures of 
money, some oftimes that are needless, and we are looking at addi- 
tional taxation which people are tired of, and it is incumbent upon 
us to see that we can function in the most effective fashion. 8 

Or, to put it another way, the veterans would appreciate— we 
want the biggest bang for the buck, and that's what we are trying 
to do, 

I also call for the passage of legislation, which I cosponsored, to 
designate 10 percent of VA intermediate care hospital beds for vet* 
eians suffering from Alzheimer's disease. 

Presently, the VA has no established policy on providing care for 
victims of this disease, which is now the fourth leading cause of 
death among older Americans. 
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I view this hearing as a beginning phase of what must be a na- 
tional dialog on the furturo of the elderly veterans of this Nation. 

And it is appropriate that we conduct this hearing today in New 
Jersey where there are more than 900,000 veterans, including 
400,000 from World War II and 9,000 from World War I. 

In the neighboring State which I represent, there are more than 
1 9 million veterans, including 834,000 from World War II, and 
22,000 from World War I. 

It is obvious that the two States have a major stake in the discus- 
sions of the future of the VA. It is important that we take steps 
now, and hence we have this breakthrough, if you will, the first 
hearing of its kind dealing with the problem. 

There will be many more things said, and there will be many 
more hearings. There will be a whole lot of controversy, and many 
proposals offered and rejections and you have division of opinion 
within your ranks. 

But in the end, it is all distilled. We are hoping that we cru 
produce a product that will respond to the anticipated crisis of 
aging veterans. 

(The prepared statement of Chairman Biaggi follows:] 



As Chairman of the Subcommittee on Human Services. I am pleased to convene 
this hearing today This hearing was requested by, and is being held in the Congres 
sional District represented by a most valued member of the House Select Committee 
on Aging, my good friend, Matthew Rinaldo. In fact. Matt Rinaldo like myself is o 
charter member of the Aging Committee and in this capacity we have worked close* 
ly together on a number of projects. This has included a number of hearings in this 
great State but it is especially nice for me to be here m Bound Brook in beautiful 
Somerset County tet me assure not only the senior citizens of this area, but every 
one else, that Matthew Rinaldo is a fine and dedicated member of the House of Hep- 
resentntives who is working for you in Washington. 

I wish to make a brief opening statement before I foimidlv turn the hearing over 
to Congressman Rinaldo Our topic today is "Older Veterans! Growing Numbers and 
Changing Needs" It is another examination by our Select Committee of what ! 
might call the latest American Revolution- the Graying of America, Throughout 
my 9 years on the House Select Committee on Aging, we hase focused our attention 
on this phenomenon and have tried to make recommendations on how best to cupe 
with the challenges associated with a rapidly aging society. We know the demo- 
graphic data bears us out. for in our nation today, we have been the elderlv popula 
turn grow dramatically to a point where almost one out of every 9 persons is elderly 
and for the first time in our history, the number of persons G5 years and over out 
numbers teenagers. 

We conduct our hearing on the ulder veteran in the wake of hist weeks release of 
a dramatic internal study done by the Veterans Admiaistratiun un how to cope wuh 
thf present and future dramatu. increases in the number of its aged veterans. 

Just prior to the release of this study the VA sent its 198a Annual Report to Con- 
gres*. and it contained some startling demographic facts whivh I \\ou\d like to 
present to help set the stage for this hearing: 

The Number of veterans oged tiS and over increased b\ 10,1 percent tur 330,000* 
just between 1082 and 1083. 

Today, the total number of veterans over the age of U3 ts 4.2 million. This will 
reach 7 2 million by 1000 and will more than double, reaching 0 million by the year 

Much like the rest of the American population, the 75 and aver segment of the 
veteran population is growing rapidly to the point that they will make up almost 
one-half of all veterans over t»5 by the year 2000. 

Of the estimated 1,153,000 female veterans, more than 20 percent are at least 65 
years of age. 
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Yet, perhaps the most dramatic statistic that we must be concerned with from a 

f dunning perspective is that today the average age of a World War II veteran the 
nrgest single group of veterans— is over 62, 

It is obvious that this rapid and continuing growth in the elderly veteran popula 
tion will have enormous consequences on the V A and its programs and, more impor 
tantly, on its budget. Present policy mandates that once a veteran reaches the age 
of fii the VA is required to provide medical care upon request without regard to 
financial need, if space is available It is expected that as the number of elderly vet 
ernns increase so. too, will the demand on the VA system, hi fact, it is expected that 
by the year 1990, when the aged 65* plus group of veterans totals more than 7 mil 
lion, one out of every two American men will be eligible for VA benefits. 

In their report this week, the VA indicated that to cope with all the new demands 
on the system, their budget will have to increase by over 60 percent by the year 
2000 That would mean that, based on the current $H billion the VA is spending on 
health care, by the year 2000 the amount will be in encess of $12 billion dollars. 

The VA study is based largely on a survey of some 3000 veterans aged 55 and 
over, us well as admission records from the VA's busiest medical districts, and 
records from ihe most used VA facilities in metropolitan areas. 

The finding 4 * uf the stud.v conclude that the most dramatic need the VA must cope 
with is beds to provide lung term care nursing facilities. In fact, by the year 2010 
this .study indicates that the VA will need a minimum of 114,000 long-term care 
beds about three times the current number. Ml told, the VA w>ll need a 68 per 
cent increase in the number of overall hospital beds by the year 2000. 

This study ohviuusly will set the stage for a seriuus review by Coneress and the 
VA on what steps must be taken to keep the VA responsive to the needs of its elder 
1> veteran*. We want this hearing and its rece-rd to contribute in a meaningful way 
to this distuviiun We do not want decisions to be made m haste or without regard 
to the best interests of the veterans 

I *i*h to offer several recx-mmeiidatiuns, which 1 feel bear Some consideration in 
this ongoing discussion 

The VA should immediately create a new Deputy Administrator fur Elderly Vet 
e ran» Presently, the top two positions m the VA arc the Administrator and one 
Deputy Administrator The problems, needs tfnd challenges of the elderly veteran 
are sufficient today to warrant the establish ment «.>f this new high level position By 
the year 2000, i>:t percent of all men user t'*"* will be veterans and one-third of the 
veteran population will be over t?.1 

The* new Deputy Administrator cvuld voordinate the wurk which must be under 
takin if the VA i> t« respond to the challenges which he «»head Another important 
f 4n. 1 ton uf thta Deputy Administrator is to be a hi^h le-.el and visible luilson with 
all leading veterans organi/ndi'ii* t-> make certain their i«.uut is receded as the VA 
approaches its future 

Expand the undoing program %>l establishing geriatric i fseauh education and clin 
teal centers <URKCV. The goal is to establish 30 such centers by the year UW» I 
belie\o then? should be one in every state. 

lYmduu realistic studies on how to implement effective cost containment meas- 
ures in VA hospitals and related facilities- A particularly worthwhile *»tudy might 
he to see it the prospective reimbursement Av«vm v urrently m effect under Medi 
varu fur hospitals which receive Medicare reimbursement wuuld be applicable in the 
VA astern 

IV*«<e of legislation, which I have co-sponsored, to designate 10 percent of VA 
intermediate tare hospital beds fur veterans buttering from AUheime*'* Disease 
Presently* the VA has n<.» established pohev on providing care for victims of this dis 
ease, which is now the tih leading cause of death among older Americans. 

I vti-w thin hearing as a beginning phase of what must be a national dialogue on 
(he future uf the elder lv veteran in this nation It is appropriate that we conduct 
thin hearing tuda* in Nvw Jersey where there are mure than iWO.uoo veterans, in 
eluding iminon frum World War II and iUUW from World War I In the neighboring 
state of New York, part of winch I represent, there are more than 1 9 million veter 
ann. in ad.ng KM.tHHi World War II veterans and £!.flKllt from World War I It is 
uhciuux that our two states have a mojor stake in the discussions on the future of 
the VA It in important that we take steps now to act Failure to act would da a 
grr.it disservice to our nations veterans 

I now recognize my colleague and friend from New Jersey. Mr Rinalda 



Mr. Biagoi. First, we have the panel of One, Dr. Wetle and Dr. 
Mather. 
Dr. Mather. 
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PANEL ONE, CONSISTING OF JOHN H. MATHER, M.D., ASSISTANT 
CHIEF MEDICAL DIRECTOR FOR GERIATRICS AND EXTENDED 
CARE, VETERANS' ADMINISTRATION, AND TERRIE WETLE, 
PH.D., ASSISTANT PROFESSOR OF MEDICINE, DIVISION OF 
HEALTH POLICY RESEARCH AND EDUCATION, DEPARTMENT 
OF MEDICINE AND DIVISION ON AGING, HARVARD MEDICAL 
SCHOOL 

STATEMENT OF DR. JOHN II. MATHER 
Dr. Mather. Thank you, Mr. Chairman. 

I would ask that the full testimony I shall give be entered into 
the record. I do not want to extend my remarks to the full testimo- 
ny, so, if it is without objection, I would like to enter it into the 
record. 

Mr. Biaggi. Without objection. 

Dr. Mather. Thank you, Mr. Chairman. 

Mr. Biaggi. I might add that any witness that appears that de- 
sires to summarize their written statement if it is extensive, we 
welcome it, and be assured that the entire statement will be includ- 
ed in the record. 

If they choose to read it, that is their prerogative. 

I am advised that none of the microphones are working, so in 
your testimony, please bear that in mind, so that not only can the 
members of the committee hear what you are saying but the audi- 
ence be permitted because, one, as a matter of courtesy; twu, as a 
matter of making the process meaningful to everyone. 

Dr. Mather, we have about 10 rows back there, so you will have 
to speak up a little louder. 

Dr. Mather. Mr. Chairman, if you see somebody raise their hand 
indicating they cannot hear me, I will be happy to raise the volume 
of my voice. 

Mr. Biaggi. I can tell you right now, you are not going to be 
heard. You are going to have to do a little bit better than that. I 
see a hand back there already. 
Dr. Mather. Mr, Chairman and members of the committee, 
I welcome this opportunity to discuss with your committee the 
VA's delivery of health care services to elderly veterans and how 
the VA network of health services coordinates with the aging net- 
work under the Older Americans Act in delivery of community- 
based care. 

As we are all aware, 50 years from now 1 of 5 Americans will be 
65 years or olde.. The doubling of this portion of the population 
has been popularly labelled "the graying of America." Understand- 
ing the impact of an aging population and the basic changes in the 
social fabric which will result, is only now developing. For society 
at large, it seems like a problem of the future and tends to be put 
off while the urgent problems of the present are solved. 

For one large group in the American population— America's vet- 
erans—the aging phenomen or "geriatric imperative," and the 
changing needs which accompany it, is not a matter for future 
speculation. The Veterans 1 Administration is dealing with a benefi- 
ciary population whose average age is increasing much faster than 
that of the population in general. In 1980, the proportion of veter- 
ans 65 and older was approximately the same as that in the gener- 
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al population. By 1990, it will bedouble the general population rate, 
and by the year 2000, nearly triple that rate. 

The VA has the responsibility to meet the health, human serv- 
ices, and income maintenance needs of eligible veterans. It faces a 
much larger aged component in its population much sooner than 
does the nation as a whole. 

This fact presents a challenge to the VA, how to distribute its 
resources to meet the very different needs presented by an aging 
population. Moreover, this challenge carries with it a responsibil- 
ity, to develop and demonstrate effective approaches to the care of 
older veterans which can be observed and adapted by society at 
large as the general population ages. 

The VA has been aware for some time of the special opportunity 
and special responsibility it has as a result of the aging of its client 
population. Over the past decade, VA researchers and clinicians 
have been at the forefront of the developing field of gerontology 
and geriatrics, the study of aging and the care of the aging mem- 
bers of a population, respectively. VA's gerontology research and 
training programs are a primary national resource preparing phy- 
sicians and other health workers to deal with the problems of the 
aging. Special projects and individual VA medical center initiatives 
have developed and tested a variety of innovative, medically sound 
programs for meeting the needs of older persons. These programs 
have provided care in both institutional and community settings, 
often in cooperation with non-VA caregivers, educators, and re- 
searchers. 

The VA's health care system includes acute medical, surgical, 
and psychiatric inpatient and outpatient care; extended hospital 
care, nursing home and domiciliary care; noninstitutional extended 
care; and a range of special programs and professional services for 
elderly veterans in both inpatient and outpatient settings. 

The VA operates the largest health care system in the Nation, 
encompassing 172 hospitals, 104 nursing home care units, 16 domi- 
ciliaries, and 226 outpatient clinics. Veterans are also provided con- 
tract care in non-VA hospitals and in community nursing homes, 
with fee-for-service visits to non-VA physicians and dentists for out- 
patient treatment, and with support for care in 46 State veterans 
homes and three annexes in 3s States, As part of a broader VA 
and non-VA network, affiliation agreements exist between virtual- 
ly all VA health care facilities and nearly 1,000 medical, dental, 
and associated health professional schools, colleges, and university 
health centers. This affiliation program with academic medical cen- 
ters results in about 100,000 health professions students receiving 
education and training at VAMC's each year. 

During the past 10 years, there has been increased utilization of 
VA inpatient hospital care by older veterans reflecting both their 
greater number as well as their significantly higher hospital utili- 
zation rates. The percentage of the veteran population age 65 or 
older increased from 8 percent in 1977 to 14 percent in 1983, a dou- 
bling. These older veterans use hospital services at a rate 3 to 4 
times higher than younger veterans. 

In just the last 5 years, the mean age of veterans has increased 
from 46 to 51 years. The net result of this shift in the age distribu- 
tion has been an increased proportion of older veteran patients, as 
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reflected in changing discharge patterns from VA health care fa- 
cilities. In 1977, 19 percent of all patients discharged from VA med- 
ical centers were 65 or older. In 1983, this age group constituted 39 
percent of all discharges, and it is expected to approach 60 percent 
by the year 2000. 

An older population experiences a different mix of diseases than 
does a younger population. Conditions such as coronary and circu- 
latory systems disease, respiratory diseases, cancers, organic brain 
disorders, including Alzheimer's disease, and musculoskeletal dis- 
eases are all more prevalent in those over 65. This group of diseas- 
es tend to be chronic, progressive, and degenerative in nature, and 
the damage they cause is often permanent, requiring rehabilitation 
and/or long-term care. Older individuals often have more than one 
chronic condition, further complicating their clinical management 
and increasing the demands they make on their source of care. 

In addition to exerting pressure on inpatient hospital care, the 
aging veteran phenomenon or geriatric imperative is also affecting 
the need for outpatient care. This treatment modality is an inte- 
gral part of the VA medical center effort to provide care for the 
aging veteran. 

As might be expected, older veterans represent the majority of 
patients being cared for in the VA, community, and State nursing 
home programs. The proportions now range from 58 percent in 
community placements to 71 percent in State veterans nursing 
homes. These proportions are expected to increase in the future at 
a rate greater than the increase in the average age of veterans. 

As in the case with other health care programs in the Nation, 
the VA is increasing the number and diversity of noninstitutional 
extended or long-term care programs. The purpose is to facilitate 
independent living by making available the appropriate sustaining 
medical and human services. Such programs include Hospital 
Based Home Care, Adult Day Health Care, Psychiatric Day Treat- 
ment and Mental Hygiene Clinics, and Community Residential 
Care. 

My full statement provides additional information on each of 
these particular programs. 

Over the past decade specific activities focused on the health 
needs of the older veteran have been developed, tested, and demon- 
strated in a variety of VA clinical settings. The two with the great- 
est potential for improving the care of older veterans are the geri- 
atric research, education and clinical centers or GRECC's, which, 
Mr Chairman, you have already alluded to, and geriatric evalua- 
tion units or GElTs. 

The VA's geriatric research, education and clinical centers 
GRECC[s] have, since 1975, provided a focus foi* development of in- 
novative approaches to meeting the health needs of older veterans, 
have provided for integration of such approaches into clinical prac- 
tice in the system; and have provided training opportunities for all 
types of personnel involved in the care of older veterans. We now 
have 10 GRECC's operating in the VA system. 
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GERIATRIC EVALUATION UNITS 

VA medical centers have also developed GEU's to provide com- 
prehensive diagnosis, treatment, and discharge planning for elderly 
patients with multiple medical problems discovered during treat- 
ment in a hospital, or nursing home setting. There are currently 24 
such programs in the VA system, and we anticipate an expansion 
to about twice that number during the coming fiscal year. 

Coordination with the aging network under the Older Americans 
Act in the delivery of community-based care has been recognized 
by the VA as an important component in providing needed long- 
term medical and social services required by elderly veterans. The 
VA has, since its inception, been involved with the Administration 
on Aging's Consortium on Information and Referral Services for 
Older People. The Agency, along with 13 other Federal and nation- 
al nonprofit agencies, has entered into working agreements with 
the Administration on Aging to enhance those systems which pro- 
vide information and referral services. 

VA's facilities in the field have developed liaisons with State and 
Area Agencies on Aging to, for example: 

Distribute full information on those agencies to assist aging vet- 
erans, their dependents and beneficiaries in obtaining all benefits 
and services to which they may be entitled under laws adminis- 
tered by the Veterans' Administration. 

Second, to inform State, area, and community agencies of the 
needs of aging veterans which are not being met because of ineligi- 
bility for or nonexistence of benefits and services under the laws 
administered by the Veterans' Administration; and 

Third, to assist in the development of and utilization of a system 
of information and referral services by these very agencies. 

VA facilities share specific technical knowledge in the planning, 
development, and operating of services for the aging, and provide 
consultation and technical assistance to State, area, and communi- 
ty agencies providing benefits and services to aging beneficiaries of 
the Veterans' Administration. 

The VA and the Administration on Aging have been intensively 
working together over the past several months to formulate a pro- 
posal for several substantive, collaborative projects, and this is a 
new development. 

This effort has produced three specific project demonstration pro- 
posals that are now undergoing internal review within the VA and 
the Administration on Aging. 

The purpose of the projects is to improve care for the elderly by 
broadening and strengthening collaboration between the two agen- 
cies. 

Five fundamental principles form the general framework for 
these projects: 

First, both agencies are committed to the well-being of older vet- 
erans and, in accordance with their statutory mandates, provide a 
variety of services which benefit them. 

Second, these services can be strengthened through collaboration 
at the community level. 
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Third, in the process of collaboration, each agency should build 
on the strengths, experiences, and resources of their own service 
delivery system. 

Fourth, the short-run goal of VA/AOA collaboration is to under- 
take several significant joint demonstrations and training projects 
in a number of selected locations. 

And, finally, in the long-run, the goal is to involve all Veterans' 
Administration Medical Centers and State and area agencies on 
aging in continuing joint activities. These collaborative interactions 
may eventually lead to new patterns of linking the activities of the 
aging services network and VA system on behalf of older veterans. 

I suspect that Dr. Wetle will elucidate on this point in her testi- 
mony. 

In summary, the VA recognizes and accepts the challenge associ- 
ated with the increasing number of veterans age 65 and older. We 
anticipate major new demands for services during the coming dec- 
ades and are planning for them. 

To clarify the challenge, as seen from the VA's viewpoint, the 
Administrator, Mr. Walters, asked that a report be developed 
which assessed the needs of our aging veterans. The report, as has 
already been referenced, has been published entitled Caring for 
the Aging Veteran," and outlines some initial options for discus- 
sion of both how and how much would be necessary to meet the 
challenge. 

The review of this report over the next 18 months is anticipated, 
commencing in the near future, and will involve the appropriate 
committes of the Congress. 

This completes my statement, Mr. Chairman, and I would be 
happy to answer any questions that you might have. 

[The prepared statement of Dr. Mather follows:] 

Prepared Statement of John rL Mather, M.D., Assistant Chief Medical 
Director for Geriatrics and Extended Care, Veterans' Administration 

Mr. Chairman and Members of the Committee, I welcome this opportunity to dis- 
cuss with your Committee the Veterans Administrations delivery of health care 
services to elderly veterans and how the VA network of health services coordinates 
with the aging network under the Older Americans Act in delivery of community- 
based care. 

As we are all aware, fifty years from now one of five Americans will be 65 years 
old or plder. The doubling of this portion of the population has been popularly la- 
belled "the graying of America." Understanding of the impact of an aging popula- 
tion, and the basic changes in the social fabric which will result, is only now devel- 
oping. For society at large, it seems like a problem of the future and tends to be put 
off while the urgent problems of the present are solved. 

For one large £roup in the American population— America's veterans—the aging 
phenomenon or ' geriatric imperative," and the changing needs which accompany it, 
is not a matter for future speculation. The Veterans Administration is dealing with 
a beneficiary population whose average age is increasing much faster than that of 
the population in general. In 1980, the proportion of veterans 65 and over was ap- 
proximately the same as that in general population. By 1990, it will be double the 
general oopulation rate, and by 2000, nearly triple that rate. 

The \ A has the responsibility to meet the health, human services, and income 
maintenance needs of eligible veterans. It faces a much larger aged component in 
its population much sooner than does the nation as a whole. 

This fact presents a challenge to the VA — how to distribute its resources to meet 
the very different need& presented by an older population. Moreover, this challenge 
carries with it a responsibility -to develop and demonstrate effective approaches to 
the care of older veterans which can be observed and adapted by society at large as 
the general population ages. 
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Tlu» VA has been awan fur home time of the special opportunity and special re- 
sponsibility it hus as a result of the aging of its elicit population. Over the past 
decade. VA researchers and clinicians have been ut the forefront uf the developing 
field of gerontology and geriatrics the stud} of aging and the care of the aging 
members of a population, respectively. VA's gerontolog> research and training pro- 
gram* are a primary national resource preparing physicians and other health work- 
ers to deal with the problems of the aging Special projects and individual VA medi- 
cal center initiatives have developed and tested a variety of innovative, medically 
sound programs for meeting the needs of older persons. These programs have pro- 
vided care in both institutional and community settings, often in cooperation with 
non-VA caregivers, educators and researchers. 

The VA's health care system includes acute medical, surgical and psychiatric in- 
patient and outpatient care, extended hospital, nursing home and domiciliary care, 
non institutional extended care, and a range of special programs and professional 
services for elderly veterans in both inpatient and outpatient settings. 

The VA operates the largest health care system in the nation, encompassing 172 
hospitals, 101 nursing home units, 1C domiciliaries, and 226 outpatient clinics. Vet- 
erans are also provided contract care in non-VA hospitals and in community nurs- 
ing homes, with fee for service visits to non VA physicians and dentists for outpa- 
tient treatment, and with support for care in 46 State Veterans Homes and 3 an- 
nexes in 33 states As part of a broader VA and non-VA network, affiliation agree- 
ments exist between virtually all VA healthcare facilities and nearly 1,000 medical, 
dental, and associated health professional schools, colleges, and university health 
centers This affiliation program with academic medical centers results in about 
100,000 health professions students receiving education and training at VAMCs 
each year. 

During the past 10 years, there has been increased utilization of VA inpatient 
hospital care bv older veterans reflecting both their greater number as well as their 
significantly higher hospital utili/ation rates The percentage of the veteran popula 
tion age 65 or older increased from eight percent in 1977 to 14 percent in 1983. 
These older veterans use hospital services at a rate 3 to 4 times higher than young- 
er veterans. 

In just the last five years, the mean age of veterans has increased from 46 to 51 
years The net result of this shift in the age distribution has been an increased pro- 
portion of older veteran patients, as reflected in changing discharge patterns from 
VA health care facilities. In 1977, 19% of all patients discharged from VA medical 
centers were Go or older. In 1983, this age group constituted 39% of all discharges, 
and it is expected to approach 60% by the year 2000. 

An older population experiences a different mix of diseases than does a younger 
population Conditions such as coronary and circulatory systems disease, respiratory 
diseases, neoplasms, organic brain disorders, and musculoskeletal diseases are all 
more prevelant in those over G5. This group of diseases tend to be chronic, progres- 
she, and degenerative in nature, and the damage they cause is often permanent, 
requiring rehabilitation and/or long term care. Older individuals often have more 
than one chronic condition, further complicating their clinical management and in- 
creasing the demands they make on their source of care. 

In addition to exerting pressure on inpatient hospital care, the aging veteran phe- 
nomenon or "geriatric imperative" is also affecting the need for outpatient care. 
This treatment modality is an integral part of the VA medical center effort to pro- 
vide care for the aging veteran. 

As might be expected, older veterans represent the majonty of patients being 
cared for in VA, community and State nursing homes. The proportions now range 
from 7>8 percent in community placements to 71 percent in State Homes. These pro- 
portions are expected to increase in the future at a rate greater than the increase in 
the average age of veterans. 

As in the case with other health care programs in the nation, the VA is increas- 
ing the number and diversity of non institutional extended care programs. The pur- 
pose is to facilitate independent living by making available the appropriate sustain- 
ing medical and human services Such programs include Hospital Based Home Care, 
Adult Day Health Care, Psychiatric Day Treatment/Mental Hygiene Clinics, and 
Community Residential Care. 

Hospital Based Home Care lIIBHCj. This program allows for the early discharge 
of veterans with chronic illness, most of whom are expected to remain bedbound or 
housebound, to their own homes and reduces rend miss ions to the hospital. The 
family provides the necessary personal care under coordinated supervision of a hos- 
pital bat>ed, multidisciplinary treatment team. In turn, the team provides care to 
veterans including medical, nursing, social, dietetic, and rehabilitation regimens, 
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and provides training to family members who are responsible for the personal -are 
of the patient. Patients and families find this program attractive as it preserves and 
supports the family unit by bringing health services to the home. 

HBHC wa3 established as a pilot program in 1970. There are currently 43 treat- 
ment teams in operation, with about 33 more planned by 1990. In 1983, approxi- 
mately 167,878 home visits were made and 7,423 patients were treated. The acti /i- 
ties of the HBHC Program is in keeping with the trend to develop and expand non- 
mstitutional health care services to older veterans. The development of a Rural 
Home Care Program has also been initiated to evaluate the efficiency and to deter- 
mine the costs of serving a target population of medically isolated patients. 

Adult Day Health Care lADHC) Adult Day Health Care provides medical, rehabil 
itative, social, recreational and health education services to veterans in a congregate 
setting during normal working hours. The provision of ADHC services enables vet 
erans to live at home in a supportive environment rather than be institutionalized 
at a significantly higher cost of care. Patients referred to these VA medical centered 
programs are usually, but not exclusively, elderly veterans in need of supportive 
medical rehabilitative care to maintain functioning or to continue treatment. Adult 
Day Health Care Centers are distinguished from senior centers and other social 
model day centers by their strong medically directed health care component. They 
are also distinguished from VA day hospitals and day treatment centers which are 
programs primarily directed toward the intra and inter-personal community adjust- 
ments of the psychiatrically disabled veteran. 

Four medical centers, on their own initiative and within local resources, have de- 
veloped and are operating Adult Day Health Care Programs. These VA programs 
are hospital based and are staffed according to the needs of the patient population 
and available staff resources. The staffing includes nursing, medical, social work, di- 
etetic, rehabilitation, and recreational personnel on a full or part-time basis. 

Public Law 98 160 enacted November 21, 1983, provided specific authority for the 
VA to tli operate its own Adult Day Health Care Programs, l2) contract with non- 
VA Adult Day Health Care Centers, and (3) share staff and other resources with 
non VA Adult Day Health Care Centers as a part of a contrac This legislation will 
permit the VA to significantly increase the availability of adult day health care for 
veterans in the next several years. 

Mental Hygiene Clinics/Psychiatric Day Treatment Centers. In addition to the 
psychiatric bed services available at VA medical centers, metal health services are 
also provided through 151 hygiene climes, 62 psychiatric day treatment centers, and 
numerous specialized treatment programs le.g,, alcohol and drug dependency pro- 
grams and day hospital programs). Mental hygiene clinics serve as the basic unit in 
the delivery of ambulatory psychiatric care. Alternatively, day treatment centers 
provide supportive, maintenance, and learning environments for chronic psychiatric 
patients experiencing long term difficulties with community adjustment, interper 
sonal relations, vocational, emotional, or behavioral problems. Both programs are in 
the process of developing specialized outpatient treatment services for the older ps> 
chiatric patient. This is illustrated by the fact that gero-psychiatric programs have 
been implemented in 12 VA medical centers. 

Community Residential Care ICRC) (formerly Personal Care Home). This program 
provides residential care, including room, board, and limited personal care and su 
pervision to veterans who do not require hospital or nursing home care but who, 
because of medical or psychosocial health conditions, are not able to live independ 
cntly and have no suitable family resources to provide the needed care. In FY 1983, 
an average daily census of 11,195 veterans was maintained in this program in ap- 
proximately 3,045 private homes. 

The patient in this program must be capable of performing activities of daily 
living with minimal or no assistance, exhibit socially acceptable behavior, and not 
be a threat to self or others. Care is provided at the veteran's own expense in pri- 
vate homes inspected by the VA but chosen by the veteran. The veterans receive 
monthly follow up visits from VA health care professionals and are outpatients of 
their local VA medical centers. 

Over the past decade specific activities focused on the health needs of the older 
veteran have been developed, tested, and demonstrated in a variety of VA clinical 
settings. The two with the greatest potential for improving the care of older veter- 
ans are Geriatric Research, Education and Clinical Centers iGRECCs) and Geriatric 
Evaluation Units (GEUs). 

Geriatric Research, Education, and Clinical Centers. The VA s Geriatric Research, 
Education, and Clinical Centers. iGRECCs) have, since 1975, provided a focus for de- 
velopment of innovative approaches to meeting the health needs of older veterans, 
have provided for integration of such approches into practice in the system, and 
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have provided training opportunities for all types of personnel involved in the care 
of older people. Ten GKECCs are currently in the VA system. 

Geriatric Evaluation Units. VA medical centers have also developed Geriatric 
Evaluation Units (GEUs) to provide comprehensive diagnosis, treatment and dis- 
charge planning for elderly patients with multiple medical problems discovered 
during treatment in a hospital. There are currently 24 such programs in the VA 
system. 

Coordination with the aging network under the Older Americans Act in the deliv- 
ery of community-based care has been recognized by the VA as an important compo- * 
nent in providing needed long-term medical and social services required by elderly 
veterans The VA has, since its inception, been involved in the Administration on 
Aging s Consortium on Information and Referral Services for Older People. The 
Agency, along with 13 other Federal and national non-profit agencies, has entered * 
into a Working Agreement with AoA to enhance those systems which provide infor- 
mation and referral services. 

VA's field facilities have developed liaisons with State and Area Agencies on 
Aging to Distribute full information to those agencies to assist aging veterans, their 
dependents and beneficiaries in obtaining all benefits and services to which they 
may be entitled under laws administered by the Veterans Administration. Inform 
State, area, and communit> agencies of the needs of aging veterans which are not 
being met because of ineligibility for or non-existence of benefits and services under 
laws administered by the Veterans Administration. Assist in the development of 
and utilize a system of information and referral services with these agencies. 

VA facilities share specific technical knowledge in the planning, development, 
and operation of services for the aging, and provide consultation and technical as- 
sistance to State, area and community agencies providing benefits and services to 
aging beneficiaries of the Veterans Administration. 

The Veterans Administration and the Administration on Aging have been inten- 
sively working together over the past several months to formulate a proposal for 
several substantive, collaborative projects. This effort has produced three specific 
project demonstration proposals that are now undergoing interval review within the 
VA and AoA. The purpose of the projects is to improve care for the elderly by 
broadening and strengthening collaboration between the two agencies. Five funda- 
mental principles form the general framework for these projects: 

Both agencier are committed to the well-being of older veterans and, in accord- 
ance with their statutory mandates, provide a variety of services which benefit 
them. 

These services can be strengthened through collaboration at the community level. 

In the process of collaboration, each agency should build on the strengths, experi- 
ence and resources of its service delivery system. 

The short-run goal of VA/AoA collaboration is to undertake several significant 
joint demonstrations and training projects in a number of selected locations. 

The long run goal is to involve all Veterans Administration medical centers and 
State and Area Agencies on Aging in continuing joing activities. These collaborative 
interactions may eventually lead to new patterns of linking the activities of the 
aging services network and VA system on behalf of older veterans. 

In summary, the VA recognizes and accepts the challenge associated with the in- 
creaing number of veterans age 65 and older. We anticipate major new demands for 
services during the coming decades and are planning for them. To clarify the chal- 
lenge, as seen from the VA's viewpoint, the Administrator, Mr. Walters, asked that 
a report be developed which assessed the needs of our aging veterans. The report 
has been published and outlines some initial options for discussion of both "how" 
and "how much" would be necessary to meet the challenge. A review of this report 
over the next 18 months is anticipated, commencing in the near future, and will 
involve the appropriate committees of the Congress. 

This completes my statement. I would be pleased to answer any questions you * 
may have. 

Mr. Biaggi. As a matter of policy, we will wait until both mem- 
bers of the panel have completed their testimony, and then we will 
pose questions. 

Dr. Wetle. 

Dr. Wetle is the assistant professor of medicine, the division of 
health policy, research, and education, of Harvard University. 

And if I did not announce Dr. Mather's title, he is Director of 
Geriatric Medicine, Veterans' Administration. 
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Dr. Wetle. 

Dr. Wetle. In addition to working at Harvard Medical School, I 
also was previously the director of an area agency on aging and 
was a social policy analyst for the Administration on Aging, so I 
have had some practical experience in addition to my academic ex- 
perience in these programs. 

Mr. Biaggi. I would say invaluable experience. 

Dr. Wetle. Thank you. 

| STATEMENT OF TERRIE WETLE, PH.D. 

Dr. Wetle. My testimony today is based on the work of a collabo- 
rative project between Harvard's division of health policy research 
and education and the Boston VA OPC GRECC. The goal of this 
project has been to explore how the VA and the community could 
better work to serve elderly veterans. The results of these activities 
are reported in a book, "Older Veterans: Linking VA and Commu- 
nity Resources/' which will soon be available from Harvard Press. 

In addition to the publication of that book, we also developed a 
set of options for the Veterans' Administration to consider for 
better integrating VA and community resources. The process that 
we have gone through is multidisciplinary which involved not only 
representatives of the Veterans' Administration and community 
service agencies but also representatives of veterans service organi- 
zations as well as congressional staffers and others. 

Our work was based on several initial observations. The first was 
that the VA health system is the Nation's single largest coordinat- 
ed system, of care. And although the VA has been a major provider 
of institutional-based services, only recently have they become 
more heavily involved in community-based services. 

As Dr. Mather has carefully pointed out the VA faces what has 
been called a "geriatric imperative" not only because there are 
larger numbers of older veterans, but because those veterans re- 
quire a different mix of services than are currently provided by the 
Veterans' Administration. 

We also recognize that veterans have multiple eligibilities and 
entitlements, including not only their VA benefits, but medicare 
benefits, medicaid, Social Security and the various services provid- 
ed under the Older Americans Act. 

Therefore, to ensure the availability of a broad array of services 
for older veterans, it is imperative that the VA develop and im- 
prove linkages with community providers. 

We also recognize that it is unlikely that there will be major in- 
i creases in the Veterans' Administration budget. Therefore, we feel 

that the VA must work more effectively to tap non-VA resources, 
and this includes four basic approaches: 

First, to increase the availability of community resources for 
older veterans. 

Second, to support family care which maintains veterans at 
home. 

Third, to expand noninstitutional services. 

And, finally, to expand and develop care management. 
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We developed four sets of suggestions which are elaborated at 
some length in my testimony, and I will just touch on them lightly 
so that you will understand the range that they cover. 

We first of all suggested that in order to increase the availability 
of community resources, that the Veterans' Administration must 
engage in greater coordination of their planning efforts with local 
efforts to plan for services. 

This includes a more active participation in State Health Coordi- 
nating Councils, health systems agencies, area agencies on aging, 
medicaid departments, and State units on aging. 

We recognize that this process has begun with the MEDIPP proc- 
ess, but that that should be expanded, not only to identify staff lo- 
cally, perhaps through the community collaboration office concept 
which has been suggested as one option in the VA report, which 
was recently released. 

We also believe that there should be increased direction provided 
nationally. Agreements^to coordinate planning activity should be 
negotiated with the Administration on Aging, with the Health 
Care Financing Administration, and other relevant Federal agen- 
cies. 

Second, we believe that there should be increased sharing of VA 
and Community Resources, and we feel that there are three possi- 
ble models that could be approached both singularly and in con- 
cert. 

The first suggests that we have an exchange of in-kind sharing of 
services and expertise. 

It is recognized that the VA has developed geriatric expertise 
that in some cases is much superior to that of the community, and 
that that is a valuable resource that the VA chould share. 

In like manner there are certain services that the community 
can offer that the VA cannot under current rules and regulations. 
Most notably certain types of home services which are not directly 
health-related but have a huge impact on the ability of the veteran 
to stay at home so that we believe that there are valuable re- 
sources that can be shared in either direction. 

We also believe that there can be joint development of new oro- 
grams, in which resources are pooled, coming from both the VA 
and the States and local communities to better provide services. 

One such example is for the VA to work more closely with the 
State medicaid agencies to develop care plans and options given 
that there is a direct tradeoff between medicaid reimbursement for 
care and VA reimbursement for care for older veterans in nursing 
homes, whereby older veterans who are admitted to nursing homes 
under VA benefits, and those are exhausted in 6 months. Many 
times those veterans go onto the medicaid rolls and better coopera- 
tion could be helpful there. 

Our second suggestion is that the VA improve its support of 
family care to aid in maintaining elder veterans at home. 

An important factor in maintaining older veterans is the avail- 
ability and willingness of family members to provide care. One way 
that we can realize the cost savings of older veterans staying at 
home is to provide more supportive services to the family members 
providing care. Examples of this include technical assistance in 
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learning new skills, counseling, family mental health serviceo, and 
personal supports to those family members. 

This can be done through a collaboration of VA staff, the veter- 
ans service organizations— through their impressive volunteer ef- 
forts, and community agencies. 

We believe also that there should be services which supplement 
family care. These include home health care, chore services, day 
hospitals, friendly visitors. 

This provides relief to those family members who have the 24- 
hour-per-day responsibility of caring for an older veteran who may 
be disabled or otherwise ill. 

Improvement of respite care can be achieved through better co- 
ordination with community agencies, as can the development of 
day hospitals and adult day health care. 

We suggest that an expansion of the use of non-VA services by 
older veterans could be enhanced by expanding the housebound 
benefits program of the VA as well as the current disability pen- 
sion program. By expanding the money offered to older veterans 
through those programs, they could purchase those services that 
they feel are most required for maintenance of quality of life. 

We also believe the VA could expand its definition of health 
services to include certain types of home health which are current- 
ly not allowed under VA regulations. 

Finally, we believe the VA could expand and develop care man- 
agement for high risk older veterans. This could be done through 
the identification of VA medical center units whose responsibility 
is for managing the care of older veterans with multiple health and 
social problems. 

We oelieve that this care management should be coordinated 
with community-based services and, in fact, many communities 
have in place care management services which could be used 
through collaborative arrangement. 

Finally, we believe that there are two thematic issues which 
bridge this whole array of options: one, education, and second, re- 
search. 

As Congressman Biaggi pointed out, the GRECC system, the geri- 
atric research education clinical centers, ara national leaders in 
both doing research and education around care of older veterans. 

We believe that the concept of the GRECC could be expanded so 
that the service would not only be provided in those few VAMC's 
that currently have GRECC's but that the concept could be expand- 
ed to other VA medical centers and that this could be done effi- 
ciently by tapping community-based resources, medical schools, 
health education centers that exist in the communities which don't 
have GRECC's currently. 

A second educational activity is health education and health pro- 
motion for the older veteran. vVe believe these activities should be 
expanded to include assistance for older veterans in negotiating the 
health and social service systems not only for Veterans' Adminis- 
tration supported programs but the aging network as well. In es- 
sence, teaching old^r veterans how to use the VA and non-VA sys- 
tems more effectively. 

Finally, we believe that the research activities of the Veterans 
Administration, offer unique ooportunities. Given the large data 
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sets available, as well as the fact that centrally coordinated change 
can occur within the VA, we believe that there can be a more effec- 
tive use jf the VA research opportunities through evaluation of on- 
going programs. 

After all, the VA is facing the geriatric imperative more quickly 
than that of the general population and the VA may indeed pro- 
vide models for care of all elders, not just older veterans. 

We also believe that there should be a prospective study of func- 
tional assessment and surveillance of high risk older veterans in an 
effort to sidetrack the negative outcomes that can occur with func- 
tional decline and hospitalization of older people. 

Coordination and cooperation are not easy. We must carefully 
think through the barriers for such coordination as well as the in- 
centives for helping people to overcome these barriers. 

In our research we discovered a number of important and suc- 
cessful grassroot efforts across the country of VA-community co- 
ordination Unfortunately, many of the VA staff were afraid to go 
public with these demonstrations because they feared that their 
programs violated one or another of the central office regulations 
or guidelines. 

On the other hand, we discovered area agency on aging person- 
nel who had never talked with nor met the VA people in their 
area, and who, in fact, resented the referral of veterans to their 
programs because, and I quote: 

The VA is a resource-rich organization. They can pay big bucks for nursing home 
beds. Why should we take care of their patients? 

And, yet, when encouraged to work together, many communities 
have begun to discover the real benefits of closer working relation- 
ships and to develop innovative programs which expand and en- 
hance service packages for older veterans while providing real 
service to non-VA community agencies. 

[The prepared statement of Dr. Wetle follows:] 

Prepared Statement of Terrie Wetle, Ph.D.. Division ok Health Policy Re- 

SEARCH AND EDUCATION, DEPARTMENT OE MEDICINE AND DIVISION ON AGING. HAIV 

vaiu) Medical School 

M> testimony today is based upon the work of a collaborative project between 
Harvard's Division of Health Policy Research and Education and Boston's VAOPC 
CJRECC The goal of this project has been to exploie the use of VA and community 
based resources to better serve the elderly. In order to prepare the necessary back- 
ground materials* a number of research projects were undertaken. The results of 
these activities are reported in a book. 'Older Veterans. Linking VA and Communi- 
ty Resources." soon to be available from Harvard University Press. In addition to 
this pubhcation. another major product of this project has been a set of options for 
integration of VA and community resources. The process has been multidiscipli- 
jwr). soliciting VA and non VA perspectives and has included a conference which 
brought together representatives of the vorious federal ojjencies serving the elderly, 
staff fruoi roles ant Congressional committees, local service providers and planners, 
and academicians involved in gerontology and health policy. 

Today. I would like to brieflv share with you our findings and suggestions for en- 
hnnced linkages between the VA and other providers of care to elders in the com- 
munity The comments I offer are not intended to represent the official views of the 
Veterans Administration, but rather those of the faculty and staff of the Harvard 
Project on VA/community Resources and the Older Veteran. 

Our work has been based on several initial observations. The Veterans Adminis- 
tration is the nations largest single coordinated health care system. Although the 
VA is a major provider of institutionally based geriatric care, there has been far 
less emphasis on community based services. The VA faces a clear geriatric impera- 
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tive not only because of increases in absolute numbers of elder veterans, but be- 
cause the mix of services by the elderly differs from that of other age groups. It is 
also recognized that the majority of veterans have multiple eligibilities and entitle 
ments including VA benefits, Medicare, Medicaid, Social Security, and services pro- 
vided under the Older Americans Act. To ensure the availability of the broad array 
of services required by elder veterans the VA must develop and improve linkages 
with community based providers. 

The options suggested here take into account the special health and illness behav 
iors of elders, the existing organization of VA and non VA services, the importance 
of both medical and social services in caring for elders and the barriers to coordina 
tion and collaboration among individual services and the two service systems. The 
options address the following objectives, to increase the availability of community 
resources to veterans, to support family care which maintains veterans at home, to 
expand non institutional services, and to expand and develop care management. 

It is encouraging to note that the Veterans Administration and the Administra 
tion on Aging have begun to work together to develop projects addressing these 
issues. 

OPTION I — 1NCRKASK TMK AVAII.ABILITY OK COMMUNITY RKSOURCES 

A, Greater coordination of planning efforts 

Increased coordination of planning efforts at the local level will require an ex pan 
fiion of VA activities in community planning. This would include acti\e VA partici 
pat ion in the work of local Health Systems Agencies, State Health coordinating 
Councils, Area Agencies on Aging, State Medicaid Departments and State Units on 
Aging. Familiarity with existing community resources which can supplement or re 
place the need for VA services will enable the VA to meet the needs of elder veter- 
ans and will alert the VA to unmet community needs for which VA resources are 
particularly well Milted* This activity can be viewed as a natural growth and expan 
sion of the MEDIPP. 

To implement this option, VA Central Office should emphasize the importance of 
including planning for long term care services in MEDIPP activities. This expansion 
of the MEDIPP will require relati\ely few additional resources To insure that each 
VAMC is an active participant in community planning, staff at each VAMC should 
be identified for this responsibility. Traditionally, this has been viewed as a social 
»t rv ices activity. And while it is recognized that much of the necessary information 
and many of the required skills are available through social work, we recommend 
that the importance of this process requires* direct participation of administrative 
stuff and representatives of the various VAMC departments. Special units should be 
developed at each VAMC w.th responsibility for this and other community interac 
tiuns. 

Implementation of this option also requires coordination at the national level 
Agreement* to coordinate planning activities should be negotiated with the Admin 
istration on Aging. Health Care Financing Administration and other iclevant feder 
al agencies, similar to the recent agreement regarding Information and Referral Ac 
titivies. 

Increased sharing of VA/cammunity resources 

Three overlapping models for increased sharing of VA Community Resources are 
offered. The first model suggests an exchange of in kind services and expertize, rec 
ogmzing that, in many locations, both the community and the VA provide services 
or have expertize which is unavailable or in short supply in the other sector. The 
relative distribution of scarce resources and expertize differ from one location to the 
next, but the general pattern would indicate that the community offers day care, 
home health and home help, and other forms of social support as well as nursing 
huiite beds, foster care and congregate housing. The VA, on the otherhand is more 
likely to possess expertize in rehabilitation, geriatrics, and treatment of certain spe 
vi.il diseases such as stroke and spinal cord injury as well as services such as domi 
vtiuiry cure, extended hospital care, and hospital based home tare. Hospital adnunis 
trators should be given responsibility for negotiating interagency agreements be 
tween community providers and the VA. Incentives to VAMCs to participate in 
Mich sharing arrangements should include flexibility in program guidelines, inclu 
sion uf sharing arrangements in the performance appraisal process, and changes In 
tin formula for allocating budgets to take into atcoun* in home and outpatient sen 
ices. 

A »econd model for coordinating VA. community activities is the joint develop 
nu-nt of new programs and the coord inatiun of existing programs. This concept, a.» 
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successfully implemented in the CHRP, requires the development of consortia of 
service providers to plan and develop new program*. A notable example of such an 
effort would be a cooperative effort between the VA and State Medicaid agencies 
around providing long term services Under such an arrangement, these two entities 
would coordinate the provision of home-based services and the placement of elders 
in nursing homes. In another example, the VA at the local and national level, could 
become involved in projects similar to the ongoing National Long Term Care Chan- 
neling Project. 

A third model for coordinating VA/Community activities to better serve the older 
veteran is to pool resources to develop new services. Under such an arrangement, 
each agency contributes resources in order to develop a new program, und<?r circum- 
stances in which no single agency is able or willing to provide the program alone. It 
is likely that extensive pooling of resources would require changes in regulation and 
legislation Precedent does exist however, in the authorization of construction funds 
for state nursing homes for veterans, a program which is both efficacious and effi- 
cient for the VA We recommend that such programs serve both older veterans and 
non veterans, increasing the likelihood of enthusiastic community participation. 

OPTION 2 — SUPPORT FAMILY CARKTO AID IN MAINTAINING OLDER VETERANS AT IIOMK 

A. Provide supportive services to family care providers 

An important factor in maintaining the elder veteran at home is the availability 
and willingness of family members to provide care. The VA can expand two sets of 
activities which will enhance the willingness and capacity of families to provide 
home care The first set of activities supports family care. Services to be provided 
include technical assistance in learning new skills, counseling, family mental 
liea 1th services, personal supports and a variety of respite or emergency services. 
For the most part, these services are provided directly to the care provider. Services 
of this sort recognize the substantial efforts made by family caregivers and the po- 
tential stresses of caretaking. One option is to develop VA programs which use VA 
staff and volunteers to provide counseling and skills development. These programs 
would most likely emanate from VA medical centers and outpatient clinics but 
would be most effective if offered in the client's home and in geographic locations 
close to home Use of telephone contacts certainly would expand the impact of a VA 
support program and reduce fiscal and personal costs (e.g., travel, inconvenience! 
and is likely to be quite effective if supplemented by home or clinic visits. Such serv- 
ices would represent an extension of the life-line concept already in use with some 
veterans and of the contact person approach offered to patients and family members 
at some VA medical facilities. 

Another approach for the VA in developing supports for caretakers is to develop 
sharing arrangements with community agencies, the exact "format" (e.g., contracts, 
pooling of resources, "trading of services*'] of such sharing arrangements is dis- 
cussed in other options in this series. It should be recognized, however, that pro- 
grams to support family caregivers are not common in community service systems 
across the country and, in fact, will be a novel idea in many communities. This pro- 
vides the VA with a good opportunity for early involvement in the planning and 
implementation of such programs, serving as a full partner, and perhaps innovator, 
in the community development process. Further, a project such as this lends itself 
well to sharing arrangements in which a VA medical center may provide family 
support services to a combination of veterans and non-veterans in its immediate ge- 
ographic area in exchange for similar services provided to veterans by community 
agencies in areas which are not geographically convenient to the VA facility. 

B, Services which supplement family care 

The VA has before it a rich array of options for supplementing family care. Strict- 
ly speaking, any service which eases the burden of caregivers falls into this catego- 
ry, including home health care, chore services, day hospitals, friendly wsitors, and 
even temporary institutional care. For supports to care providers to be most cost- 
effective, they should supplement, not supplant, family services. 

In addition to the usual array of home health and social services that mav be 
used to supplement and enhance family care, respite care services are particularly 
important in family caro situations The VA has a number of options before it for 
providing respite care, some requiring legislative changes. VA medical centers al- 
ready provide "unintentional" respite care for families in crisis who bring in an 
elder for admission to the acute hospital for more or less "real" medical problems, 
"Deliberate" respite care allows for the provision of needed services wiih appropri- 
ate levels of staffing and intervent on. The VA already offers some deliberate res- 
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pite care and has the |M>tential to offer such care in a variety of its institutional and 
residential settings, including acute care, extended care, nursing homes, and per 
haps even domiciliary care. 

Day hospitals and adult day care are other forms of support which supplement 
family caretaking. Again, the VA may choose to initiate day care and day hospital 
programs at VA medical centers or may choose to enter into sharing arrangements 
with community agencies in order to access elder veterans to these services. If shar 
ing arrangements are selected, coordination with the AoA at the national level and 
with the Department of Veterans Benefits for implementation purposes is likely to 
be beneficial. 



A. Expand housebound benefits program 

It is recommended that geriatric care coordinators be allowed to petition local vet 
erans benefit counselors for Housebound Benefit allotments to be used to support a 
care plan developed by the care coordinator and the older patient. 

B. Expand the current disability pension program 

It is recommended that geriatric care coordinators be allowed to petition the pen 
sion board for aid and attendance allotments for high risk elders. These allotments 
could then be used to support a care plan developed jointly by the elder patient and 
enre coordinator. 

C. Ex/ntnd the definition of Va health services to include home help 

Because of the special problems associated with chronic diseases common in old 
age, the provision of home-based services is required to prevent untimely institu 
tionahzation. The current VA definition of health care should be expanded to allow 
for providing home based services such as home health aids and home helps. 

OPTION l -EXPAND AND DEVELOP CARE MANAGEMENT FOR HIGH RISK ELDER VETERANS 

A, Identify VAMC units responsible for care management 

It is recommended that the VA further expand care management by identifying a 
unit within each VAMC responsible for this activity. Care management should in- 
elude careful functional assessment in addition to the usual identification of needs 
and resources. This care management function should include the active participa 
tton of the disciplines of social work, nursing, medicine and therapies as necessary. 
Care management should be coordinated with community based services to ensure 
that the full array of necessary services are available. 

B> Demonstration of care management of high risk elders 

It is further recommended that the VA launch a major demonstration of care 
management through assessment and monitoring high risk elder veterans. Patients 
would enter this program for screening through one of three routes, referred by 
physician lany patient over 65i. referred by self or any provider (any patient over 
4 5i or any elder patient for whom nursing home placement is a consideration. An 
initial screen would identify the target group, those at high risk of heavy utilization 
of service, and would carefully assess them at regular intervals, bringing them in 
for appropriate interventions as needed. 



A. Development of VA geriatric educational competence 

Foci of geriutric educational competence within the Veterans Administration 
should be crented at certain VAMCs which are already endowed with geriatric and 
academic resources, such as. aj faculty competent in geriatrics, bj teaching nursing 
home or accepting nursing home environment, c) RMEC, d) CHEP and e) medical 
school affiliation. 

Geriatric education activities should reside within the educational program of ex- 
isting GRECCs and be incorporated into each new GRECC established henceforth, 
eventually serving al! 28 VA regions nationally. These foci shall be designated VA 
Geriatric Education Centers iVA GECs). The Health Resources and Services Admin 
tstration initiative, creating four regional Geriatric Education Centers (GECs) na- 
tionally, should provide some useful models for the Veterans Administration in its 
deliberations concerning geriatric education. These GECs have been created to 
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enrich educational uppurt unity in geriatrics for health professionals through faculty 
training and technical assistance. 'IV regional GECs provide on-site training in ger- 
iatrics for faculty from health professional schools who will then return to their 
own institutions to augment or establish geriatric educational programs. In addi- 
tion, each Center serves as a clearing house for selected educational materials and 
curricula as well as providing consultation and technical assistance in geriatric pro- 
gram development. 

VAMCs with GRECCs should develop the VA GEC as an expansion of current 
educational activity within the GRECC. Additionally, VAMCs and GRECCs in re- 
gions with a CAGP or REMC should collaborate with them in geriatric educational 
development. 

For VAMCs with fewer geriatric resources, health care providers can be sent for 
short term intensive training in geriatrics at VA GECs. The VA should consider de- 
veloping formal certification in geriatrics for individuals completing such training 
experiences. 

A very small number of VA GECs will, in collaboration with non-VA resources 
'such as a site with an HRSA GEC), take responsibility for developing geriatric edu- 
cational exports. These products will be used at remote VAMCs to enhance geriatric 
care capability among providers, and will also be available to the community. 

B. Faculty development 

A major focus of educational programs in geriatrics within the VA should be in- 
creased capacity to produce faculty as well as care providers in geriatrics through 
enlargement and modification of the geriatric medicine and dental fellowship pro- 
grams, especially at GRECCs, and by development of fellowship programs in addi- 
tional disciplines, such as nursing and allied health. 

All training in geriatrics should emphasize interdisciplinary team function as well 
as more traditional discipline-specific teaching. Since physicians are team leaders 
and have generally lagged behind other disciplines in interdisciplinary team func- 
tion and education, special effort should be made to capture interest and attention 
of physicians. The ITTG program should be expanded to accomplish this end. 

C. Health education/health promotion for the older veteran 

It is recommended that educational activities also focus on the older veteran and 
family members. Health education/promotion materials and modules should be de- 
veloped at VA GECs to educate elders to the development of appropriate illness be- 
haviors These modules should cover, facts about disease in old age, with special em- 
phasis on developing appropriate attitudes and changing ageist beliefs, early detec- 
tion of diseases, with special emphasis on learning to recognize symptoms of diseas- 
es particularly those non-specific symptoms which characterize the different presen- 
tation of disease among the old, self-care skills, and information about effective ne* 
gotintion of the health care system. 

A variety of formats should be used for health education/ promotion activities. For 
many topics, group approaches using volunteers with similar situations are quite ef- 
fective. Inclusion of family members will serve to reinforce newly developing health 
behaviors in the older veteran. 

D. VA -comm u n ity in teraction 

VA Geriatric Education Centers should provide educational services for communis 
ty as well as VA personnel. Priority shall be given to training VA providers, but 
non VA personnel will also be eligible. Community strength in geriatric education 
related to health care will be used to develop new or augment existing capabilities 
within the VA. 

VAMCs will consult and collaborate with community sources of expertise in geri- 
atric education to assist the VAMC in developing VA geriatric educational pro- 
grams Such community resources include geriatric programs in health professional 
schools, clinical service sites, AHECs, AAAs, HRSA GECs, university social geron- 
tology centers or programs, and state or regional educational programs sponsored by 
the American Association of Homes for the Aged and the American Health Care 
Association. 

E. Comprehensive functional assessment 

Comprehensive functional assessment should be a cornerstone of the VA curricu- 
lum in geriatric care, with a priority to develop and use a system-wide assessment 
instrument and common language. Geriatric Evaluation Units already in existence 
should lend this effort. 
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If the VA were to develop an array of new initiatives to promote VA-community 
interaction in the care of the elderly veteran, it would provide further opportunities 
to conduct useful health services research which will guide future efforts. The fol- 
lowing recommendations result from the discussions at the conference. 

A. Evaluation of VA/community activities 

As with other interventions, it would be appropriate for the VA to include an 
HSR&D component in all new substantive health care delivery programs in the VA- 
community interaction sphere. A primary HSR&D activity would be evaluation. 
New technologies, such as assessment instruments or patient monitoring models, in- 
troduced in the VA-community interaction initiative should be the subject of rigor- 
ous health services research including randomized controlled trials. Adequate re- 
sources to conduct such research should be included in program planning. 

B. Removing barriers to collaborative VA/community research 

The VA should move immediately toward removing substantive administrative 
barriers to HSR&D demonstrations and evaluations in projects conducted jointly by 
VA and non-VA investigators. 

C Prospective study of functional assessment and surveillance 

There should be a prospective study of functional assessment and surveillance of 
high risk older veterans in order to identify the value, if any, of such an effort in 
targeting community services to focus on older veterans (greater than 70 or 75 years 
of age) with functional impairment, acute confusion or other conditions likely to in- 
crease the risk of institutionalization. As we envision such a study, it will begin 
with comprehensive functional assessment, followed by an intervention consisting of 
monitoring and early treatment. Outcomes to be measured include functional and 
health status and use of VA and community health and other services. 

Mr. Biaggi. Thank you. 

Dr. Mather, I am not going to ask you whether or not you ap- 
prove of the suggestions that I made. I think that we might have 
soips conflict on that. 

But would you approve of the direction in which we seem to be 
going with these proposals? 

Dr. Mather. Mr. Chairman, I heard you, I think, make four sug- 
gestions and I think that on the first one I may indeed have a con- 
flict, in the sense that T am the Assistant Chief Medical Director 
for Geriatrics and Extended Care within the VA and I am already 
responsible for some of the things that I think that you were sug- 
gesting a Deputy Administrator for Elderly Veterans might fulfill. 
So I will not comment on that one. 

I think that the other ones though are worthy of maybe a couple 
of additional comments. 

First of all, concerning the expansion of the GRECC's, you may 
have seen in the aging report we do propose expanding them to at 
least 30. If the Congress authori7,es expanding our authority from 
15 to 30, it fulfills the notion that we will have at least one GRECC 
for each of our 28 medical districts that exist in our system. So the 
GRECC's become very much a district resource as well as a re- 
source to the whole VA system and individual VA medical centers. 

I would like to comment on your remarks vis-a-vis cost contain- 
ment in the VA; use of prospective reimbursement. I think it is 
very important for the agency, with a vertically integrated system 
of health care, to demonstrate its efficiencies. There are many stud- 
ies already coming to the fore that are demonstrating some of 
these efficiencies. 

But I would point out that we have in fact used the DRG system, 
which is a cornerstone of prospective reimbursement under medi- 
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care reimbursement as a way of allocating our funds at the begin- 
ning of each year to each VA medical center. 

We are in the process of implementing this method, phased in 
over a 3-year period of time, so that over half the budget that goes 
to each VA facility, will be allocated by this methodology. 

I wculd add also that we are doing some key studies, on similar 
methodologies for ambulatory care and for long term care using 
what are known as resource utilization groups or RUG's. We antici- 
pate that those studies will be forthcoming this coming year. 

The Health Care Financing Administration has expressed consid- 
erable interest in these studies and is, in fact, tapping into the 
work that we are doing in this particular area. 

As far as your comments concerning Alzheimer's patients and 
other victims of dementia and cognitive disorders are concerned, 
we would entirely agree with you, that they do constitute a special 
group in our population at large and particularly in the VA. 

I say in the VA because we have found that for the most part, 
victims of Alzheimer's disease do not have some pre-existing serv- 
ice-connected disability. We are in a situation where, because we 
provide care on a rank order of priorities that gives preference to 
the service-connected veteran, those that have non-service-connect- 
ed disabilities essentially only receive care on a space available 
basis. 

Notwithstanding that, we have in fact, in the past 2 years, initi- 
ated some very special programs for Alzeheimer's patients. We 
have beep working with the national associations in preparing a 
program guide that will go to each VA medical center. It will spe- 
cifically assist them in better diagnosis and better validating of 
that diagnosis and some indications of particular needs of Alz- 
heimer patients and how we can take care of them. 

I would also add one other thing, which in fact, links back into 
the issue of cost containment. It is that we have been developing a 
prototype nursing home with a 120-bed units. Within that proto- 
type we are building into the criteria that meet the special needs of 
those who are gurney bound patients. This would include spinal 
cord injury patients, those that have cognitive dysfunctions and 
wandering tendencies. This is a special need in that Alzheimer pa- 
tient group. 

Mr. Biaggi. You make reference to your cooperation with the 
Older Americans Act, and your entering some projects. 

Dr. Wetle talks about a whole range of outside resources that are 
available, that would be available for the Veterans Administration 
hospital. How would you comment on your ability and the useful- 
ness of that proposal? 

Dr. Mather. Mr. Chairman, I would comment in two regards. 
One would be to link back to what Dr. Wetle laid out as a docu- 
ment that, I understand is about to be delivered to the Chief Medi- 
cal Director. It suggests that we take things further along the road 
of collaboration. 

We have been staying in touch with the people at Harvard and 
we have been slowly disseminating those ideas. Let me add that we 
did a study last year to determine to 'the extent which indiv ; dual 
VA medical centers are working closely with the Area Agencies on 
Aging and are, in fact, actively referring to what we would call, a 
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cooperative, coordinated and collaborative approach. And we, at 
that time, found that really only 25 percent of the VA medical cen- 
ters were really doing that effectively- Some of the barriers to ex- 
pansion, I think were alluded to by Dr. Wells. Those those are the 
kinds of things that we want to seek to break down further. 

The r e Is another aspect to this which I think needs to be drawn 
out. It is that the VA does have prescribed in law, certain eligibil- 
ities and entitlements for veterans that range from certain benefits 
of income support and to various services that we can provide and 
pay for. 

Others, though, we cannot provide and are proscribed by law 
from providing. Those are the services that we refer patients to the 
various community services that are available. Things like, Meals 
on Wheels, and transportation and so forth. 

Further than that, I think that it is clear to a number of us, that 
the planning efforts that need to go into this area are really the 
cutting edge of getting further work done. And we have been, in 
the agency, working with the American Health Planning Associa- 
tion for the sponsorship of a m^jor conference that will be taking 
place at the end of September in Washington, DC. It is designed to 
convene all the players, the Area Agencies on Aging, the HSA's, 
the the VA planners, et cetera, et cetera, in a working conference 
on long-term care. 

We hope that we will take the momentum further in this area of 
thinking through what it means to coordinate services. 

Mr. Florio. Would the gentleman yield? 

Mr. Biaggi. Certainly. 

Mr, Florio. Let me just make a point that and it is something I 
think that has to be on the record. 

I served on the Health Committee for a long period of time in 
the Congress as well as the Select Committee on Aging and the 
Veterans so that I can see an integrated effort as being desirable to 
utilize our health care moneys in general. And all the testimony 
today and other things that I have read, talk, and want to empha- 
size that particularly in a time of diminishing resources and coordi- 
nation is fine, and cooperation is fine, integration is fine of all of 
these facilities. 

But I just throw out there, and particularly for veterans 1 organi- 
zations that a note of caution that everyone should be aware that 
there are some that have a not so hidden agenda that effectively 
are talking about dismantling a free standing VA hospital system 
and integrating and coordinating and consolidating it out of exist- 
ence. I am making reference to things like the Grace Commission 
Report. Matti Rinaldo and I served on the committee that Con- 
gressman Stockman served on, before he became OMB coordinator 
and he was very forthright in his opinion that there was no justifi- 
cation for the existence of the VA and in fact, with over capacity of 
beds in so many areas, we could, earlier, rather than later, disman- 
tle the system and parcel it out. 

Now, from a number of standpoints, that approach makes no 
sense, in terms of the unique needs of veterans, the VA system is 
desirable. Over and above that, the contract that exists between 
veterans and their Government, justifies the maintenance of that 
system. 
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Again, there ib a very narrow line that we have got to make sure 
that we do not cross over. An efficient VA fine. But a VA system 
that is in the process of being parceled out and eliminated, is some- 
thing that we have to be very vigilant that we do not cross. 

So I applaud all the initiatives that are being talked about to 
make the system more effective, but again, just keep in mind that 
there are those, and I have had some experiences with HCFA, that 
there, the question even in the non-VA hospital system, the ques- 
tion is, are there proposals designed to address exclusively the eco- 
nomic concerns, exclusively the concerns to try to control costs, 
sometimes even at the cost of health care delivery capability. When 
you start talking rolling those concerns into a VA hospital system 
as well, we have to be vigilent that we do not just turn loose some 
of these responsibilities to those who may not either have an un- 
derstanding or a concern about the unique concerns of veterans. 

So, Mr. Chairman, I appreciate this time. 

Mr. Biaggi. Mr. Rinaldo. 

Mr. Rinaldo. I could not agree more with the remarks of Con- 
gressman Florio. Dr. Mather, you stated in your testimony and let 
me quote, that speaking of demonstration projects, you said, "They 
may eventually lead to new patterns of linking the activities of the 
aging services network and VA system on behalf of older veter- 
ans." 

I think that we bnould have a clarification of that. And the reason 
that I bring that up is that not only veterans groups, but the aging 
network has been very concerned over the past several years that 
they do not get thrown into any block grant. I know that many 
veterans* organizations feel very strongly about keeping the VA 
delivery system distinct and separate. 

If you are suggesting that somehow the VA will be losing its 
definition for older veterans, then I might as well tell you right 
now, that I think that every member of this panel would complete- 
ly oppose that notion. 

Dr. Mather. Mr. Rinaldo I stand by that statement which, is 
worthy, I realize, of additional interpretation. In compressing a 
statement here from broader documents, maybe it does not carry 
the full flavor. I would point out that we are, in fact, totally com- 
mitted to maintaining the integrity of the health care system of 
the VA as it stands and every other piece of testimony including 
the Aging Report that has already been referenced, speaks to that. 

The statements in there seek to assure that, during times of in- 
creasing constraints on resources, we do not waste opportunities to 
achieve better efficiencies and cost savings measures, through a 
collaborative effort. 

The VA at this point in time, is dealing with the effects of pro- 
spective reimbursement and what some have called the "DRG 
dump syndrome." 

In the sense that we have medicare beneficiaries who are veter- 
ans who are coming to our doorsteps, who have reached "the ends 
of their Trim points" in those non-VA facilities. 

And what we are finding is that as we assess these patients and 
it would have been far preferrable if they had been referred to ap- 
propriate community long term care resources, outside of hospitals. 
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But those linkages, do not, in fact, particularly exist very strongly 
there either. 

So we are, in a sense, emerging during this past year, into a 
three ring circus, to use a prejorative term, between non-VA hospi- 
tals and VA facilities, and community based long-term care. And it 
is exactly those kinds of things that might have been ameliorated if 
this had been addressed a little earlier. 

Mr. Rinaldo. You state that there are three specific demonstra- 
tion projects that the VA and the Administration on Aging are 
now reviewing. 

But you did not tell us, to the best of my recollection, what the 
three are. 

Could you tell us right now, so that we could get some idea of 
what direction you intend going into? 

Dr. Mather. Yes, Mr. Rinaldo, we have had as I reference in my 
testimony, several meetings over the past several months, includ- 
ing a very expert consultation panel that included Dr. Wetle. We 
have developed three draft proposals. 

The first one would be for collaborative family support services, 
for older veterans, particularly those with Alzheimer's disease. It 
would be a key demonstration that we would work on with the 
Area Agencies on Aging, through our VA medical centers with the 
AOA and the VA central office monitoring closely. 

The second one is in the area of training to enhance collabora- 
tion between VA and the Administration on Aging service net- 
works. You have already heard Dr. Wetle reference that as being 
one of the particular areas which they have looked at it in the Har- 
vard project. 

And the third one, relates to collaborative long-term care service 
delivery to older Veterans. That is a very enigmatic title, I realize, 
but it relates very specifically to taking a particular service, like 
Home Health Services or Home Chore Services and looking at it in 
such a way that veterans and nonveterans would be jointly served 
in that linkage. It would probably require some setting aside of the 
eligibility requirements in the VA, because right now, as Dr. Wetle 
alluded to, we cannot pay for Home Chore Services, for instance. 
We can refer veterans to get such services. 

Mr. Rinaldo. What do you mean, when you say, "setting aside of 
the eligibility"? 

You mean, making it harder for veterans to obtain those particu- 
lar services? 

Dr. Mather. Maybe that is an unfortunate term. What I am 
saying is that if we have the opportunity to use our research au- 
thority, we are not limited to the normal and customary entitle- 
ments and eligibility. It becomes a demonstration research project 
and we would not be limited to just those veterans defined in law 
that we are to serve. 

And it would allow us, in fact, to go beyond the statutory eligibil- 
ity provisions. 

Mr. Rinaldo. Are any of these demonstration projects going to 
be located in New Jersey? 

Dr. Mather, We do not know, because neither Dr. Tolliver nor 
the current Acting Chief Medical Director has actually received 
these particular draft proposals. If the final policy decision can be 
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made later this year. We hope that when it is a "go" as opposed to 
a "no go" it would require a careful examination of where one 
could most adequately do these particular demonstrations. Certain- 
ly New Jersey would be one of those considered. 
Mr. Rinaldo. Thank you, Mr. Chairman. 

Mr. Florio. I would just say briefly that if the chairman does not 
mind, I would like to acknowledge the presence of Mr. Purdy, the 
Administrator of the VA Regional Area, a man who works very 
hard with limited resources out of that office, and has done a tre- 
mendous job? 

I would like to just thank the two witnesses for their testimony 
and to just again, reiterate a point that I made in my opening 
statement about a somewhat provincial consideration. It is the 
southern half of the State. And we really do, we have brought a 
whole lot of veterans to the point of thinking that something was 
going to happen a few years ago, the Camden VA hospital, the 
money was authorized and the ground was broken, homes were de- 
molished, contracts were let, and then in 1981, somebody in Wash- 
ington changed their mind and recalled the money, having wasted 
about $6 million. 

We have the opportunity right now, in the process of the expan- 
sion or the modernization of the Philadelphia Hospital to put this 
new satellite concept into operation and we are hopeful that those 
who are in positions of authority, will look at that very, very close- 

ly. 

It touches on some of the points that you made, keeping veterans 
close to their families, so that the families do not have to travel to 
Baltimore if they have spinal problems, if they want to see some- 
one. Or Coatesville, 3 hours on the other side of our State for psy- 
chiatric disorders, if you can keep people closer to their families 
certainly they are better off. 

But I would appreciate your input to individuals, as I know are 
very important in the policymaking process, to review these types 
of proposals for the State and particularly for the southern half of 
the State. 

I thank you, very much, for your participation. 

Mr. Biaggi. Dr. Wetle, just two quick questions. 

The current VA policy provides fcr nonmeans tested care for 
most Vets over 65 with space available basis. How do you extend 
this to Home Care Services and does the VA pay for the cost of 
care provided by family members? 

Dr. Wetle. The first question, it seems to me, should be split into 
two questions having to do with eligibility for service and targeting 
for service both to relating to who will receive that care? 

In our project, we did not examine eligibility for service, because 
we believed that this is a political issue that would be decided by 
Congress and indeed they have decided who is eligible for service. 

However, targeting for services, we believe is an important issue 
relative to both cost containment and quality of care. By targeting 
of services, we mean that those persons who are most in need of 
services indeed receive the services. 

And there are a variety of criteria that may be used to target 
services; functional ability, the availability of family caretakers to 
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provide service, existing illness which may result in the require- 
ment for service, and financial ability to pay for those services. 

And as you know well, for the over 65 age group, the financial 
hurdle has been removed in the VA. There certainly has been dis- 
cussion in the CBO report of putting in some sorts of means test- 
ing, not only for home-based services, but for the whole array of 
services for older Veterans. 

We in our group, did not suggest that this be the case but dis- 
cussed targeting of services based on functional characteristics and 
availability of other services. 

The second question had to do with whether or not family mem- 
bers are paid to provide care and it is my understanding that they, 
are indeed, not paid for providing care. And what we were trying 
to suggest in the support for family members, is that there are 
types of support other than direct payment which can lead to an 
increased willingness and capacity of family members to provide 
care to older veterans over time. 

Mr. Biaggi. Some tax benefit, perhaps? 

Dr. Wetle. A tax benefit is one suggestion and the delivery of 
support services, telephone reassurance, teaching family members 
the technical skills that are required, to provide that care, and res- 
pite care, so that if an emergency arises the family members can 
get needed care such as surgery or health care. Those are the sorts 
of services that, at least in research, have been much more effec- 
tive, than direct payment in encouraging family members to pro- 
vide care. 

Mr. Biaggi. Somewhere along the line this proposal that the chil- 
dren of the elderly be required to assume some costs for the elderly 
person, do you recall that? 

Dr. Wetle. Yes, I do. 

In fact, there have been some States which have made efforts to 
hold family members responsible in the medicaid reimbursement 
for nursing home care. I believe that there are terrible problems 
that appear in that sort of activity, however, I think that we also 
have to be careful in considering how some elders, particularly 
those with a large amount of resources can divest those resources 
and become medicaid eligible and I think that is where we should 
take a look rather than directly going to family members. 

Family members are providing the lion's share of home based 
care now, more than 80 percent, and I think to view family mem- 
bers as dumping their older relatives into nursing homes so that 
they do not have to fulfill family responsibilities, is more of a myth 
than a reality. 

Mr, Biaggi. You call for a greater supportive and greater coordi- 
nation of the AAA's and the State agencies, what concerns me is 
that I am a major supporter of the Older Americans Act and I am 
the coauthor of the 1984 amendments. 

The question is, who would pay for this? The VA or the Older 
Americans Act? 

Dr. Wetle. This is very complex, and our report discusses in 
more detail. 

One of the things that we tried to look at, was what were the 
resources that the VA has that the community does not have and 
vice versa? 
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Where can the sharing occur? 

We were not suggesting that there be muddying of the waters of 
removing the VA's ability to provide care to older veterans, what 
we tried to do was to look for those places in which the VA was 
basically hamstrung, where they could not provide services because 
of the way that the laws are stated. And there are certain services 
which the VA cannot provide under law and what we tried to do 
was to determine how sharing arrangements could be developed in 
which each organization could do what it does best to help the 
others. 

And there are good examples of that, with the VA providing edu- 
cation, training, and backup for some of the counselors and psychi- 
atric services for home care agencies, and in return, the home care 
agencies, could provide chore services, which under law, the VA 
cannot provide. And that is the kind of example of what we are 
suggesting in this project. 

Mr. Biaggi. Thank you, very much, Dr. Wetle for your important 
testimony. 

Dr. Wetle. Thank you. 

Mr. Biaggi. The second panel, Mr. Charles Juliussen, past State 
commander, Disabled American Veterans; Mr. John T. Doonan, 
State commander of Veterans of Foreign Wars; Mr. John Hein, 
State legislative chairman of the American Legion; Col. Warren L. 
Davis, director of the New Jersey Division of Veterans Program. 

Mr. Rinaldo. Thomas Culkin, the New Jersey commander of the 
American Ex-Prisoners of War, if you want to sit in on this panel, 
it will be fine. 

Mr. Culkin. Thank you, sir. 

Mr. Rinaldo. Is there anyone else, any State organization that 
feels that they want to testify at this point? 

Mr. Schimkowitz from the Jewish War Veterans? All right, fine. 

We are making this exemption so that we have all the State 
groups together. I would like to remind everyone that there are 
other commitments of the members of this panel and so I would 
suggest that you make your statements very, very brief. You can 
give us your entire written statement and it will be included in the 
record in full. 

The first witness that I would like to call on at this time, is Mr. 
Charles Juliussen, the past State commander, of the Disabled 
American Veterans. 

Mr. Juliussen? 
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PANEL TWO, CONSISTING OF CHARLES P. JULIUSSEN, PAST DE- 
PARTMENT COMMANDER OF NEW JERSEY, VETERANS' ADMIN- 
ISTRATION VOLUNTARY SERVICE REPRESENTATIVE, DIS- 
ABLED AMERICAN VETERANS; JOHN T. DOONAN, STATE COM- 
MANDER, NEW JERSEY VETERANS OF FOREIGN WARS; JOHN 
IIEIN, CHAIRMAN, LEGISLATIVE COMMITTEE FOR NEW 
JERSEY, THE AMERICAN LEGION; COL. WARREN L. DAVIS, DI- 
RECTOR, NEW JERSEY DIVISION OF VETERANS PROGRAMS; 
JOSEPH SCHIMKOWITZ, NATIONAL SERVICE OFFICER, JEWISH 
WAR VETERANS; AND THOMAS P. CULKIN, DEPARTMENT OF 
NEW JERSEY COMMANDER, AMERICAN EX-PRISONERS OF 
WAR, INC. 

STATEMENT OF CHARLES F. JULIUSSEN 
Mr. Juliussen. Thank you, 

Mr. Chairman, and members of the committee, on behalf of the 
883,000 members of the Disabled American Veterans of which over 
24,000 reside in New Jersey, may I say that we appreciate the op- 
portunity to participate in today's hearing on "The Needs of the 
Older Veteran. 0 

New Jersey, at the present time has two VA medical centers, one 
in Lyons and East Orange and one VA Regional Office in Newark, 
NJ, to service approximately 1 million veterans living in New 
Jersey. 

In 1978, I researched the nursing home needs in New Jersey for 
the veterans, at that time the 10-year estimate was 383,000 or 38 
percent of the 1 million veterans in New Jersey that would be in 
the group needing nursing home care in New Jersey. With people 
moving from New York and New Jersey into the southern part of 
our State to retire, this number— 38 percent— has probably increased. 

To respond to the questions of trie aging veteran needs in New 
Jersey. (A) we need an outpatient clinic with a 200-bed nursing 
care unit, located in Toms River, Ocean County; (B) increased park- 
ing at VA facilities for senior veterans close to entrances; (C) in- 
crease the pharmacy program; (D) treatment after 1 year if non- 
service-connected ailment appears to stabilize; (E) transportation to 
VA facilities; (F) this one might draw a few laughs, but to the vet- 
erans it is not a joke, doctors that speik English; (G) increase fund- 
ing for prosthetic and orthogic devices for research programs. 

The State of New Jersey has approximately 630 beds available 
for veterans and their wives. Also a 100 bed unit is being construct- 
ed in New Jersey. The VA has two programs to help the State vet- 
eran homes, per diem and construction. Increased funding for the 
t construction program should be reviewed by the responsible State 

and Federal agencies. 

On a national level, in 1983, there were over 4 million veterans 
over 65 and the projected increase will be 5 million in 1985; 7 mil- 
lion in 1990, with over half the males 65 or older; 9 million in the 
year 2000 of which 4 million will be 75. 

On a national level, the VA has several operating programs for 
the older veteran, (a) nursing home care, (b) community nursing 
home care, (c) domiciliary care, (d) hospital based home care, (e) 
adult geriatric day care centers, (f) residential care, (g) geriatric re- 
search education clinical center. That is better known as GRECC. 
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The VA is still the most effective, available system to treat veter- 
ans. One VA hospital in the Western United States due to a water 
main problem had to transfer patients to a private hospital. When 
the costs were compared and analyzed it would cost $31 millicn 
over the operating costs of a VA hospital for 1 year. With 172 VA 
hospitals, it would add over $5 billion to the budget. 

The DAV maintains that the VA should be the sole Federal pro- 
vider of direct health care in all categories of veterans in this coun- 
try. However, not with standing this, the DAV does believe that 
the cooperation that now exists between the VA and the Adminis- 
tration on Aging and other Federal, State, and Local agencies 
should continue. This sharing of information will help all older 
Americans, not only veterans. As the VA and the Administration 
on Aging, share the research efforts, their experiences and exper- 
tise, this can only foster innovative approaches to alternative and 
non institutional long term care and the increasing need for acute 
care. 

Mr. Chairman, this concludes my statement. 

And again, the DAV really appreciates being give the opportuni- 
ty to participate in today's hearing. 

I will leave my full statement to be inserted into the record. 

I will also be glad to answer any questions that you or any mem- 
bers of this committee might have for me at the end of the panel. 

(The prepared statement of Mr. Juliussen follows:] 

Prepared Statement of Charles F. Juliussen, Past Department Commander of 
New Jersey Veterans* Administration Voluntary Service Representative, 
Disaiiled American Veterans 

Mr. Chairman and members of the committee, on behalf of the over 883,000 mem 
bers of the Disabled American Veterans» of which over 24,000 reside in New Jersey, 
may I say we appreciate the opportunity to participate in today's hearing on the 
needs of the older veterans. 

New Jersey has at the present time, two V.A, medical centers, Lyons and East 
Orange and one V.A. regional office in Newark, New Jersey to service approximate* 
ly one million veterans living in New Jersey. 

In 1978, I researched the nursing home needs in New Jersey for the veterans. At 
that time the ten year estimate was 383,000 t389S>i of the one million veterans in 
New Jerse> that would be in the group needing nursing home care in New Jersey 
taddendum No. 1). With people moving from Now York and Pennsylvania to the 
southern part of our State to retire this number (38%) has probably increased. 

To respond to the question of aging veterans needs in New Jersey, (a) Out patient 
clinic with 200 bed nursing care unit located in Toms River, Ocean County, (b) In 
crease parking at VA facilities f w senior veterans close to entrances, (c) Increase 
pharmacy program, id) Treatment after one year if non-service connected ailment 
appears to stabilize, lei Transportation to V.A. facilities, (ft Doctors that speak eng- 
lish, and igi Increase funding for prosthelic and orthotic devices research programs. 

Tlv State of New Jersey has approximately 630 beds available for veterans and 
their wives. Also a 100 bed unit being constructed in North Jersey. The V.A. has 
two programs to help the State veteran homes, per diem and construction. Increased 
funding for the construction program should be reviewed by the responsible State 
and Federal agencies. 

On a national level, m 1983 there were over four million veterans over 65, the 
projected increase will be five million in 1985, seven million in 1990, with over half 
the males 65 or older. Nine million in the year 2000, of which four million will be 
over 75. 

On a national level, the V.A. has several operating programs for the older veter- 
an, lai nursing home care, ibi community nursing home care, Ic) domiciliary care, (d) 
hospital based home care, te) adult (geriatric) day care centers, (ft residential care, 
and (g) Geriatric Research, Education Clinical Center (GRECC). 
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The V A is still tin* most cost effective system available to treat veterans. One 
V A hospital in WesUrn United States due "to a water main problem had to trans- 
fer patients to private hospitals. When the costs were compared and analyzed, it 
would cost 31 million dollars over the operating cost of a V.A. hospital fur ;ne year. 
With 172 V A hospitals, it would add over five billion dollars to the budget mduen- 
dum No, 2>, 

The DA V maintains that the V.A. should be the sole Federal provider of direct 
health care in all categories of veterans in this country. However, notwithstanding 
this, the D.A.V does believe that the cooperation that now exists between the V.A. 
and the Administration un Aging and other Federal, State and local agencies should 
continue This sharing of information will help all other Americans, not only veter» 
ans As the V A and the Administration on Aging share the research efforts, their 
experiences and expertise, this can onlv foster innovative approaches to alternative 
to noninstitutio.. il long term care and the increasing need for acute care. 

Mr Chairman, this completes my statement. Again the D.A.V, deeply appreciates 
being given the opportunity to participate in todays proceedings. 



(Addendum 1] 

Disabled American Veterans, 
Somcrvillc, NJ t March 22, 1978. 

Mr. Stuart Cody, 

Director, fl/nrm/ Service Projects, 

Washington, DC. 

Dkak Mr Cody I stated to you in our telephone conversation in January that 
Lyons V A Hospital would need two domiciliarv units 4200 beds per untU within the 
next ten years My letter was delayed due to research for justification for these 
units. 

The justification is as follows: 

a January I. 1978, the State of New Jersey only had 39 domiciliary beds available 
for veterans. 

b Lyons V A Hospital is located in District \, one of the largest districts with a 
veteran population of 1,100,000. 

c The only other locations in the V.A. System for construction of these units are 
Bath. N Y . Coatsville, Pa„ and Martinsburg, West Virginia. These locations are 
quite a distance from New Jersey. 

d There is an existing rail link to North Jersey and easy access to major high- 
ways to the rest of the State, 

o. It would be an economic boost to the State of New Jersey. 

f The V A has standard plans for these units that are used throughout the coun^ 
try. 

K They can be converted to nursing care units very quickly, 
n A grant from the Government for Solar Power would absorb quite a bit of the 
construction costs. 
Yours truly, 

Ciiarlks F. Jumusskn. V.A. V.S. Representative. 



March 30, 1978, 

John D. Chase. M.D., 

Ch tef SI etliuil Di ret tor. Depa rtm en t of Methane a n d Surgen* Vetera m> * Adnun intra 
tiofu VA Central Office. Washington, DC. 

Dkar Du Ciiask We are enclosing a copy of a letter from Mr. Charles F. Julius- 
sen dated March liJ. 1D78 requesting information regarding domiciliary care units 
for the Lyons VA Hospital, Lyons, New Jersey. 

Wc v\ould appreciate information as to present or projected plans for domiciliary 
units for the state of New Jersey in view of the low number of domiciliary beds 
available for veterans in the state of New Jersey at the present time, coupled with 
the fact that patients would have a considerable distance tu travel out of the state 
of New Jersey for domiciliary care. 
Respectfully requested, 

Stuart J. Cody, 
Director, Special Service Projects. 

Enclosed. 
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Veterans' Administration, 
Department ok Medicine and Surgery, 

Washington, DC, May 5 1978. 

Mr. Stuart J. Cody, 

Director, Special Service Projects, Disabled American Veterans, Washington, DC. 

Dear Mr. Cody. I am pleased to respond to your letter concerning Mr. Charles F. 
Juliussen s interest in the construction of a Veterans Administration domiciliary at 
the VA Hospital, Lyons, New Jersey. Since Mr. Juliussen is a Veterans Administra 
tion Voluntary Service representative at the hospital, we appreciate his interest in 
having a domiciliary placed at our Lyons facility". 

Domiciliary care, one of the several VA health care programs, is provided on a 
regionalized basis thrjughout the country in 16 VA domiciliaries. We have no im 
mediate plans to expand the number of VA hospitals providing domiciliary care. We 
are considering further decentralization of this program into more existing hospitals 
in the development of our long-range medical care plan. At present we have no 
plans to construct a domiciliary at our Lyons VA Hospital. 

Concerning State home domiciliary beds, our latest figures reflect that New 
Jersey has a total of JMO domiciliary beds. These are divided between the facilities 
at Menlo Park and Vine land. At present, 127 of these beds are occupied by veterans. 
Mr Juliussen may wish to urge these State facilities to make more bed available to 
veterans. 

We appreciate Mr. Jul iussen's concern for our veteran patients and *. oir need for 
domiciliary care. 

Sincerely yours, 

John D. Chask, M.D., Chief Medical Director 



DlSAOI.KD Amkrican Vrtkrans, 

Somerville, NJ t June 19, 1978. 

Mr, Stuart Coiiy. 

Director, Social Service Projects, 

Washington, DC. 

Dear Mr, Cody. In my letter of March 22, 1978 concerning the addition of 400 
nursing uire bed** at Lvons VA Hospital, I wus not specific enough. I sv.ll try to clar 
ify this justification plus add another area to be looked into. 

ITEM I. NURSING CARE UNITS 

The VA standard 200 bed unit I mentioned is listed as a domiciliary, nursing care 
unit. Lyons cuuld use »2j two of these units as Nursing Cure Units total 100 beds. 
Right now there arc 27,000 World War I and 02,000 World War II veterans in the 
nursing care age group. The ten year estimate is 383,000 that will be in this age 
group. 

ITKM 2. OUT PATIENT SERVICES 

The out patient Jinn, is running approximately 151 over the VA estimate per 
month 1 feel there us a definite need to upgrade the existing clinic, because of the 
age of the hospital this will be expensive. As the World War II. Korean, and Viet 
Nam Veteran get older the need for out put tent treatment will inc reuse. Therefore, 
! feel a study .should be conducted on updating the out patient clinic. Using 1983 as 
a target date fur completion and 15 miUion dollars as the cost Uhis figure based on 
the VA figure of 12 5 million for an out patient clinic at Camden, NJ). 

The justifications b, c, d. e and h of mv letter of March 22, 1978 still apply to this 
letter, 

Sincerely yours. 

Ciiaiu.es F. Juliussen, 
V.A.V.S. Representative. 



ERLC 



40 



37 



June 23, 1973. 

Re VA Hospital, Lyons, NJ. 

Dr. John D. Chase, 
Ch ief Medica I Director, 
Department of Medicine and Surgery, 
VA Central Office, 
Washington, DC. 

Dear Dr Chase: This is in further reference to our correspondence regarding VA 
domiciliary care for the state of New Jersey. I am enclosing copies of previous corre- 
spondence including your response of May 5, 1978. 

I am attaching a letter from Mr. Charles F. Juliussen, VAVS Representative at 
VA Hospital Lyons New Jersey, with reference to domiciliary and nursing care fa- 
cilities in the area of Fort Lyons VA Hospital. Please note Mr. Juliussen's remarks 
regarding the indicated need for additional nursing care units and we would appre- 
ciate your comments in view of the information contained in the attached letter. 

We would appreci"' information as to present and proposed future plans for in- 
creasing outpatient facilities in the state of New Jersey in view of the statements 
contained in Mr. Juliussen's remarks* regarding outpatient service. 

We would appreciate any information you may have regarding possible increases 
in funds to expand outpatient services. 
Respectively requested, 

Stuart J. Cody, 
Director, Special Service Projects. 



Veterans* Administration, 
Department of Medicine and Surgery, 

Washington, DC, July 17, 1978. 

Mr. Stuart J. Cody, 

Director, Special Service Projects. Disabled American Veterans, National Service and 
Legislative Headquarters, Washington, DC. 

Dear Mr Cody I am pleased to respond to your letter of June 23, 1978, in behalf 
of Mr Charles F Juliussen, concerning health care facilities at the Lyons, New 
Jersey Veterans Administration Hospital. 

There is a future need for nusing home care beds in the long-range planning for 
Medical District #5. TKs District currently has 320 operating nursing home care 
beds (50 Coatesville, oU Eas>t Orange, 120 Lebanon and 90 at Lyons, New Jersey), 
with 300 programmed for future construction (60 Wilmington, 120 Camden and 120 
Wikes-Barre) which is 65% of our estimated need of 956 through FY 1987. While 
we have no definite plans for additional nursing home care beds at Lyons, New 
Jersey at this time, we will consider locating more beds at this health care facility 
in our long range planning. 

The comparison of an independent outpatient clinic with an outpatient service 
that is an integral part of a VA health care facility, e.g., Lyons, New Jersey outpa- 
tient service, is not valid since many of the services are used jointly for inpatient 
and outpatient services at a considerable cost savings. Outpatient Services at VA 
health care facilities are upgraded in the Five-Year Facility Plan in accordance with 
the hospital's Five- Year Facility Plan based on established criteria to the extent re- 
sources are available and within the priorities determined for VA medical care 
system. 

As part of our continuing facility planning process, the VA maintains information 
on all facility problems. Since this information is currently available for our Lyons 
facility, a special study is not required. 

You will be interested to know that the VA is proceeding with the planning of a 
new VA hosptial at Camden, with outpatient service and a 120 nursing home care 
bed capability as an integral part of this VA health care facility. We are negotiating 
with the General Services Administration to upgrade our Newark, New Jersey out- 
patient facilities. 

We appreciate Mr Juliussen s voluntary service and concern for our veteran pa- 
tients. 

Sincerely yours, 

John D. Chase, M.D., 
Chief Medical Director. 



41 



38 



(Addendum 2) 
(From DAY magazine. August 1984) 



No Surprise— VA Hospitals Do It Cheaper Than Private Hospitals 

Defenders of the VA medical system, including the DAV, have long insisted that 
the agency delivers quality health care at considerably less cost than private and 
not-for-profit medical facilities. 

On the other side of the debate are people like those on the Grace Commission, 
who simply assume the private medical sector can do the job for veterans at less 
expense. No cost-comparison data has ever substantiated this assumption. 

Yet these critics have recommended policies that would gut the VA health care 
system and assign much of the responsibility for veteran's health care to private 
sector medical facilities—all in the name jof saving money for the nation's taxpay- 
ers. 

Who's right? Who does provide the most cost-effective health care? 

Well, a water main break at one VA hospital recently provided an unanticipated 
opportunity to compare the costs for the two systems. Ana, the cost figure contrasts 
are so striking they should even grab the attention of Grace Commission members. 

The water main break shut down a VA hospital in the western part of the U.S. 
And all of the hospital's 227 patients had to be transferred to 15 local, non-VA hos- 
pitals for five days while the mess at the VA facility was cleaned up. Each patient 
received basically the same treatment and care they had been receiving at the VA 
hospital. 

At the end of the five-day period, the patients returned to the VA hospital, and 
the VA received itemized bills for those patients' care from the private hospitals. 

In addition, 2G VA outpatients were sent to non-VA clinics to receive the same 
care they would have otherwise received at the temporarily closed VA hospital 
during this period. Itemized bills were sent to the VA as well for the outpatient 
visits. 

Thus, born of a disrupting water main break was a real-world opportuntiy to di- 
rectly compare the costs of VA versus non-VA medical treatment. 

Analysts who compared the costs of care found the VA hospital not only less ex- 
pensive to taxpayers, but incredibly less expensive. In fact, they concluded that if 
the VA hospital in this one community were closed for just one year, taxpayers 
would shell out an additional $?1 million above the cost of operating that one VA 
hospital. 

Multiply that by the VA's 172 hospitals nationwide, and one can easily see that if 
no VA hospitals were available, the cost of care in non-VA hospitals would be many 
billions of dollars more than that currently spent on the VA medical system. 

The striking contrast in costs begins at the most basic level. VA officials found 
that while their average cost per patient day was $356,64, the average cost per pa- 
tient day in non-VA hospitals was $610,85. 

Outpatient visits at the VA hospital have an average cost of $59. Tht? charges at 
the private facilities for outpatient visits averaged $119.15 per visit, or more than 
double the VA's cost. 

Indeed, all private facility medical costs—from surgery to medication — ran signifi- 
cantly higher than the VA s costs, 

"One VA hospital has five days worth of private sector bills that can leave no 
doubt in anyone's mind," said DAV National Director of Services Charles E, 
Joeckel. "The VA does more with less. They've learned to deliver quality health 
care cheaper because they've been given no choice but to do exactly that through 
the years. 

"Critics may continue to call for gutting the VA health care system as a way to 
save taxpayers' money. And they may continue to call for the reassignment of VA 
health care responsibilities to the private sector. But those same private sector hos- 
pitals have told us it's going to cost a lot more for a lot less health care if the critics 
nave their way." 



Statement or John F. Heilman, National Legislative Director, Disabled 
American Veterans 

Mr. Chairman and members of the subcommittee, on behalf of the over 800,000 
members of the Disabled American Veterans (DAV), may I say that we deeply ap- 
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Ereciate this opportunity to participate in today's hearing which concerns Public 
aw 89-73, the Older Americans Act of 1965, as amended. 

In your invitation to testify, Mr. Chairman, you noted that the Older Americans 
Act (faced with reauthorization at the end of Fiscal Year 1984) has certain similari* 
ties in mission with the Veterans Administration— particularly with respect to the 
health care and restorative services needs of our nation's elderly population. Con- 
current with this statement, you then solicited the views of the DAV as to how the 
VA and the Administration on Aging tthe entity which administers the Older Amer- 
icans Act) can c operate in serving the needs of their "overlapping" beneficiaries— 
that portion of our population who are both elderly and veterans of U.S. military 
service. 

Before addressing this question, Mr. Chairman, I believe it appropriate to describe 
the present scope of VA health care and related services that are extended to elder- 
ly veterans. 

As you may be aware, the Department of Medicine and Surgery of the Veterans 
Administration is charged with the responsibility of providing health care to veter- 
ans As such, the VA health care system presently employs more than 195,000 full- 
time personnel and operates with an annual budget in excess of $7 billion. The 
system presently consists of 172 medical centers (hospitals), 226 outpatient clinics, 
99 nursing home care units and 16 domiciliaries. 

In Fiscal Year 1982, these VA facilities, together with medical care services au- 
thorized under state, community and private fee basis programs, provided nearly 1.8 
million episodes of inpatient hospital care and 18 million episodes of ambulatory 
outpatient care services. 

As one might expect, the extent and scope of VA health care has risen dramati- 
cally since World War II. During recent years the rate of increase of both inpatient 
and outpatient care extended by the VA has decreased somewhat. This has been due 
to artificially imposed "caps" on treatment rendered, caused by budgetary restric- 
tions, rather than due to an actual decrease in consumer demand. 

Indeed, if anything, the demand upon the VA health care system has been stead- 
ily mounting and will continue to do so through the balance of the 20th Century as 
America's veteran population— particularly World War II veterans— continues to 
grow older. 

It is projected that the number of veterans over age 65, who now number roughly 
in excess of 3.5 million, will almost double by the end of the present decade. By the 
year 2000, over 9 million veterans— or roughly 34% of the then existing veteran 
population- will be over 65 years of age. (Compare this projected ratio with today's 
3 5 •Million veterans over age 65 who represent 12% of our veteran population). 

The VA presently addresses the increasing medical care requirements of our 
aging veteran population through its geriatric and extended care programs. These 
programs encompass a broad spectrum of care and services and include, in addition 
to extended hospital care (intermediate care), the following: 

VA Nursing Home Care— is a program designed to provide skilled nursing care 
and related services, as well as social and recreational activities. Typically, VA 
nursing home patients require prolonged periods of nursing and rehabilitation su- 
pervision in an effort to obtain and maintain optimal function. 

In Fiscal Year 1982, 15,072 veterans were treated in VA nursing homes which had 
an average daily patient census of 8,486. The average age of these veterans was 70.1 
years with 62.4% of them being over age 65. 

The VA's Community Nursing Home Care Program— is a contract program for 
veterans who require skilled or intermediate nursing care in order to make the 
transition from an institutional to a community setting. Veterans who have been 
hospitalized in a VA facility for treatment of a service-connected condition may be 
placed, at VA expense, in a community nursing home for as long as such care is 
needed Nonservice-connected veterans are limited to such are for a period not to 
exceed six months. 

In Fiscal Year 1982, 31,658 veterans were treated in 3,100 contract community 
nursing homes. The average age of these veterans was 67.7 years, with 56.2% of 
them bein£ over age 65. 

The VA s Domiciliarv Care Program—provides necessary medical and other pro- 
fessional care for eligible ambulatory veterans whe are disabled by virtue of age, 
disease or injury, ana who are in need of care but do not require hospitalization or 
the skilled services found in a nursing home environment. 

In Fiscal Year 1982, 14,535 veterans were treated in VA domiciliaries, The aver- 
age age was 59.6 years with 29.9% of them being over age 65, 

The VA's relationship with State Veterans Homes enables the agency to assist 
the various states in providing domiciliary, nursing home and hospital care to iligi- 
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ble veterans. This assistance is provided in two ways, (lj a "per diem" payment pro- 
gram based upon patients treated and l2j a program of funding assistance for con 
struction, remodeling and alteration of state facilities. 

During Fiscal Year 1982, these state homes maintained an average daily patient 
census of 6,428 in nursing homes, 4,493 in domiciliates and 580 in hospitals. Veter 
ans treated in state nursing homes and domiciliaries, were, on the average, three to 
four years older then those in VA facilities. A greater proportion were over 65 years 
of age than those in VA facilities. 

Hospital Based Home Care — as the name aplies, is a program that arranges for 
selected patients, who would otherwise remain in an institutional setting, to receive 
nursing care in their own residence. A hospital based VA treatment team provides 
the patient and family members with instructions in nursing and related treatment 
procedures. 

This most cost-effecti/e program is now being utilized in 30 VA medical centers. 
In Fiscal Year 1982, over 144,000 home visits were made by VA treatment teams to 
over 6,500 patients. 

VA GRECCs have been and are utilizing research grant funding made available 
by the National Institute on Ag.ng. VA health care and social service personnel 
across the country are aware of, and do refer elderly veterans to state Aging De- 
partments and their various programs and services. Furthermore, representatives 
from the VA, the Administration on Aging and other federal, state and local agen- 
cies do meet and share information on their programs for the elderly -the forthcom 
ing Harvard Conference on VA/Community Resources and the Older Veterans" is 
a prime example of such sharing. 

Mr. Chairman, the DAV has no objection to such continued cooperative efforts 
for, as has been noted, the VA does make use of state and community based services 
in caring for the elderly veteran. 

This is not to say that the VA should abandon or share its present role of provid- 
ing health care benefits and services to our nation's veteran population. Quite the 
contrary, the DAV maintains that the VA must remain the sole federal provider of 
direct health care for all categories of veterans in this country. For this reason, we 
svould object to any change in Section 203 of Title II of the Older Americans Act 
that svould dilute VA's present authority to administer and develop its own health 
care system. 

But as the VA and the Administration on Aging gear themselves to meet the ever 
increasing health care needs of the elderly —veteran and nonveteran alike— it is ob- 
vious that innovative approaches mu&t be considered and that alternatives to insti 
tutional tare must be utilized. To this end, the Veterans Administration and the 
Administration on Aging can and should share their research efforts, their experi 
ences and their expertise. 

Mr. Chairman, this completes my statement. Again, the DAV deeply appreciates 
having been given the opportunity to participate in today's proceedings, 



Statement ok David W. Gorman, Assistant National Legislative Director, 
Disabled American Veterans 

Mr. Chairman and members of the committee, on behalf of the more than 877,000 
members of the Disabled American Veterans, I want to thank > v u and the members 
of the Subcommittee for allowing us this opportunity to discuss the Veterans Ad 
ministration medical research programs on aging. 

Mr, Chairman, before proceeding with the text of my testimony, let me begin by 
extending to you the DAV's sincere and genuine appreciation for the interest and 
concern you have shown in the area of the VA's research programs. You are to be 
commended for conducting this series of three hearings dealing with the VA's re- 
search efforts -the first, on April 26, 1984, when testimony was received regarding 
VA research efforts on neurological diseases, followed on May 8, 1984, when testimo- 
ny was received relative to prosthetic and rehabilitation research and, finally, 
today s hearing during which the VA's efforts in research concerning the aging vet 
eran will be highlighted. 

As you are well aw^p. Mr. Chairman, the demand upon the VA health care 
system has been mounts* steadily and will continue to do so through the balance 
of this century and beyond as America's veteran population particularly World 
War 11 veterans— continues to grow older. 
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The number of veterans age 05 and over will grow from 2.9 million in 1980, to 
approximately 5 million in 1985 and 7.2 million in 1990. It is projected that by the 
year 2000, over 9 million veterans— or roughly 34% of the then existing veteran 
population— will be over 65 years of age. 

In addition to the 172 acute care hospitals located throughout the United States, 
the VA has embarked upon program expansion in a number of areas intended to be 
responsive to the overall needs of the aging veteran. A large proportion of interme- 
diate care beds are now occupied by older veterans with chronic debilitating prob- 
lems requiring skilled nursing care In addition to intermediate care, there is a full 
spectrum of institutional and non-institutional care in the VA. The programs are 
characterized as follows: 

VA Nursing Home Care. -The nursing home care units Seated in VA medical 
centers provide skilled nursing care and related medical services, as well as opportu- 
nities for social, diversional, recreational and spiritual activities. Nursing home pa- 
tients typically require a prolonged period of nursing supervision and rehabilitation 
services to attain and maintain optimal function. 

Community Nursing Care.— This is a contract program for veterans who require 
skilled or intermediate nursing care to assist them in making the transition from a 
hospital to the community, 

VA Domiciliary Care -Domiciliary care in VA facilities provides necessary medi- 
cal and other professional care for eligible ambulatory veterans who are disabled by 
age, disease, or injury and are in need of care but do not require hospitalization or 
the skilled services offered in a nursing home setting. 

State Vetenin Homes, -The VA relationship to State Veteran Homes is based on 
two fjrant j,* , rams— Per Diem and construction. The per diem program enables the 
VA to assr he states in providing direct hospital, nursing home and domiciliary 
care to ve' ,ns eligible for VA care. The other grant program provides VA assist- 
ance in the form of direct funding for construction of new state domiciliary and 
nursing home care facilities as well as the expansion, remodeling or alteration of 
existing: facilities. 

Hospital Based Home Care -This program provides chronically ill veterans with 
services in their own homes. A VA treatment team provides medical, nursing, 
social, dietetic and rehabilitation regimes and, trains family members in ongoing 
care of the patient. 

Adult (Geriatric) Day Health Care— This program provides health maintenance 
and therapeutic activities in a congregate setting for veterans who would otherwise 
require continued and fulltime institutionalization. Advances in the understanding 
and treatment of certain illnesses of the aging now make it possible for many of 
these veterans to function independently with partial care offered by these centers. 

Geriatric Research, Education and Clinical Centers (GRECO.— The GRECC pro- 
gram consists of ten centers and represents an important aspect of the response to 
the health care needs of aging veterans. It serves to attract and develop superior 
staff in the field of gerontology and geriatrics and to advance and integrate research 
and educational achievements into the VA health care system. In addition to pro- 
viding a balanced program of research, education and clinical care in the field of 
geriatrics, each GRECC is charged with providing a specialized research component 
with a particular focus such as neurobiology, immunology, endocrinology, behavioral 
disorders, depression 'senility, cardiopulmonary diseases or rehabilitation. Studies 
by VA investigators in GREOCs and other geriatric research programs range from 
clinical investigations and the development of innovative health care delivery sys- 
tems to high priority basic science studies designed to increase the body of knowl- 
edge concerning the basic biological process of aging. This, in turn, will form the 
foundation for future research aimed at delaying the age related degenerative proc- 
esses that make the elderly so vulnerable to physical, functional and mental disor- 
ders ^"he VA is exploring a number of approaches to deal with the aging veteran 
situation, one of which is to reduce the demand for health care services by reducing 
the need for them. 

Mr Chairman, the VA's research program is comprised of three components. 
Medical Research which provides opportunities for basic science and clinical in- 
vestigation: 

Rehabilitation Research and Development which is dedicated to improving the 
quality of life and functional independence of physically disabled and infirm veter- 
.ans and; 

Health Services Research and Development which places emphasis on research 
methods and data analysis strategies that are used within the framework of health 
services research including technology assessment, operations research, economics, 
clinical decision making, clinical epidemiology and program evaluation. 
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It is our opinion that the VA is doing an admirable job regarding their research 
programs with respect to the aging. This is true although the VA research compo- 
nent received less than 2% of the total Department of Medicine and Surgery budget 
in Fiscal Year 1983. 

It is not really possible to put an accurate price tag on the value of research, how- 
ever, the VA's efforts and accomplishments over the years have certainly been com- 
mendable—highlighted in 1977 when the Nobel Prize for Medicine was shared by 
two VA researchers— one of whom, Andrew V. Schally, Ph.D.. will provide testimo- 
ny today. 

Mr. Chairman, based upon the projected dramatic increase in the number of 
aging veterans and the simple fact that people are living longer than ever before— a 
life expectancy of 75 years— the VA will be faced with the reality that more and 
more veterans will be seeking medical care for a wide range of conditions which will 
be of a chronic and debilitating nature. 

It should be anticipated that as the aging veteran population continues to in- 
crease, so will the number of sensory disabilities increase— such as speech and au 
diological conditions. 

This situation has been recognized by the VA as evidenced by the high priority 
placed on research and development in speech and hearing impairments. The VA's 
goals in speech and hearing impairment are: 

To better understand the interaction between aging and an individuals ability to 
communicate effectively through speech and/or hearing; 

To develop valid and reliable speech and hearing evaluation procedures and, 

To develop and provide innovative devices or systems for the treatment of speech 
and hearing impairments. 

The fruits of the VA's efforts in this area may be witnessed here this morning, in 
part, by the innovation of Remote Machine Assisted Treatment and Evaluation 
(REMATE) developed by the Audiology— Speeck Pathology Service at the Birming- 
ham, Alabama, VAMC under the direction of Gwenyth R. Vaughn, Ph.D., Chief of 
that Service. 

REMATE is best described as a telephonic communication outreach health care 
delivery system. It is a computer system that makes supplementary treatment and 
evaluation and rehabilitation services available, assessable and cost effective nation 
wide. A telephonic drill session includes the communication modes of speaking, lis* 
tening, reading and writing. 

Mr. Chairman, this program has proved itself to be a viable alternative to the tra- 
ditional face-to-face/clinician patient treatment plan. Additionally, it has proven ex 
tremely cost effective and has enjoyed a great deal of patient satisfaction. 

Recognizing VA's efforts and achievements in research related to the aged veter- 
an, Mr. Chairman, the DAV, nevertheless, offers the following recommendations: 

That funding for VA's Health Services Research programs be significantly in- 
creased with an eye toward developing responsible alternative methods for meeting 
the needs and demand for care presented by the aging veteran population; and 

Given the fact that older patients present a greater need for prosthetic *ind ortho- 
tic devices, funding for VA's Rehabilitation Research and Development program 
should be bolstered. 

The DAV commends the VA's medical research efforts directed toward the aging 
veteran and looks forward to additional and continued breakthroughs that will 
enable our nation's aged, disabled comfort 

In our view, Mr. Chairman, fulfillment of our nation's obligation to its aged veter- 
ans lies within VA's coordinated, Medical, Rehabilitation and Health Services Re- 
search programs. 

Mr. Chairman, this completes my statement. Again, the DAV deeply appreciates 
having been given the opportunity to present our views on this most important sub- 
ject. 

Mr. Kinaldo. Thank you, Mr. Juliussen. 

Our next witness, is Mr. Doonan, John T. Doonan, the State 
Commander of the Veterans of Foreign Wars. 
Mr. Doonan, you may proceed. 

STATEMENT OF JOHN T. DOONAN 

Mr. Doonan. Thank you, Mr. Chairman and Members of this 
Committee, thank you for the privilege of this hearing before this 
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distinguished committee to present the views of the Department of 
New Jersey, Veterans of Foreign Wars. 

My name is John T. Doonan, and it is my privilege to represent 
the 72,480 members of the New Jersey Veterans of Foreign Wars, 
the largest and most involved veterans organization in our State, 
as their State Commander. 

Mr. Chairman, the purpose of today's hearing: Older Veterans, 
Growing Numbers and Changing Needs, is in the opinion of the 
Veterans of Foreign Wars, one of the most important issues facing 
America today. The fact that this hearing is being held here today, 
bears witness to the concern that you and other Members of the 
Congress have for those who have answered the call in our Na- 
tion s time of need. We, the Veterans of Foreign Wars, sincerely 
thank you for coming to New Jersey to hear our views. 

The Department of New Jersey Veterans of Foreign Wars, would 
also like to say a special thank you, to Congressman Matthew Rin- 
aldo, ranking miniority leader, member of this committee for his 
invitation to appear here today. Congressman Rinaldo has a very 
distinguished public career in which his support for veterans, their 
widows and orphans has never been questioned. We, the Veterans 
of Foreign Wars, count Mat Rinaldo as one of our strongest and 
most unflinching supporters in the U.S. Congress and Congressman 
Rinaldo, we thank you. 

Mr. Chairman, of the 28.5 million veterans today, there are over 
3.5 million who are over the age of 65. The number of veterans 
over the age of 65, is expected to double by the year 1990. Nine mil- 
lion by the year 2000, and 12 million by the year 2010. More signifi- 
cantly, over half of the male population over the age of 65, will be 
veterans by the year 1990. New Jersey's veterans population is just 
under 1 million with a substantial number being older veterans. 

These veterans reside primarily in the central and southern part 
of our State in the many retirement villages that have been built 
in New Jersey. The June 4, 1984 edition of the U.S. News & World 
Report, has an article entitled, "VA's Goals, Model Care for 9 Mil- 
lion Older Americans." 

The article is an interview with Harry Walters, Administrator of 
Veterans' Affairs. When asked what specifically the Veterans' Ad- 
ministration is planning to do about the growing numbers of older 
veterans, Mr. Walters answered: 

We must learn to treat veterans, all veterans, but predominantly those over the 
age of 65 as outpatients. We do not want to deny them access to inpatient facilities, 
when they have acute care needs, but we want to learn how to treat people at home. 
And we want to learn to treat patients in adult day care centers, keeping them in 
facilities during the day and sending them home at night. 

The Department of New Jersey Veterans of Foreign Wars con- 
curs with Mr. Walters, however, as we in New Jersey, look at these 
two ideas, we need your help to make them a reality for New Jer- 
sey's older veterans. 

As I stated before, the majority of New Jersey's older veterans 
reside in central and southern New Jersey where we have no VA 
facilities- On July 12, 1984, Congressman G.B. Sonny Montgomery 
on a visit to South Jersey stated, that "He would do everything in 
his power to have a Veterans' Administration outpatient facility, 
built in South Jersey." 
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With the help of this committee working in consort with the Vet- 
erans' Affairs Committee and other members of Congress, this 
much needed facility will become a reality and within a reasonable 
period of time. 

This facility will help all veterans but as we know, the need for 
assistance to our older veterans is growing each day. 

Mr. Walters' second suggestion of creating adult day care centers 
for veterans should be worked in conjunction with the State of 
New Jersey's Division of Veterans Services. Through their veterans 
nursing homes in Vineland, Menlo Park and our third home now 
being constructed at Bergen's Pines, Paramus, NJ. These homes 
are geared to assisting veterans and the staffs understand the prob- 
lems facing our older veterans. Working in conjunction with these 
facilities reduce costs and we feel would benefit the veteran. 

Construction of phase I of the Bergen Pines Nursing Home has 
begun and it is estimated to be completed by the summer of 1985. 
This first 100-plus beds are only the beginning and we need Feder- 
al funds to complete phase II and III as soon as possible. 

Current reports indicate that the moneys for phase II and III are 
coming in 1986 or 1987. We of the New Jersey Veterans of Foreign 
Wars ask your help in obtaining these funds as soon as possible. 

With the addition of phase II and phase III, the Bergen Pines fa- 
cility will have in excess of 300 nursing home beds. Meeting the 
needs of older veterans and older Americans is no easy task. 

The cost at this time cannot be determined, however, the Con- 
gress must start appropriating more funds, in order that the Veter- 
ans' Administration may live up to its mandate of serving the 
needs of all veterans. 

Thank you, very much for allowing me to appear here today, sir. 

My full statement will be available to you if you wish to insert it 
into the record. 

And I will be happy to answer any questions at the end of the 
testimony. 

[The prepared statement of Mr. John T. Doonan follows:] 

Prepared Statement or John T. Doonan State Commander, New Jersey 
Veterans of Foreign Wars 

Mr. Chairman and members of this committer, thank you for the privilege of ap- 
pearing before this distinguished committee to present the views of the Department 
of New Jersey Veterans of Foreign Wars. 

My name is John T. Doonan and it is my privilege to represent the 73,000 mem- 
bers of the New Jersey Veterans of Foreign Wars, the largest and most involved 
veterans organization in our State, as their State commander. 

Mr, Chairman, the purpose of todays hearing M 01der Veterans. Growing Num- 
bert, Changing Needs" is in the opinion of the Veterans of Foreign Wars one of the 
most important issues facing America today. The fact that this hearing is being held 
here today bears witness to the concern you and other Members of the Congress 
have for those who answered the call in our Nation's time of need. We of the Veter 
ans of Foreign Wars sincerely thank you for coming to New Jersey to hear our 
views. 

The Department of New Jersey Veterans of Foreign Wars would also like to say a 
special thank you to Congressman Matthew J. Rinaldo, ranking minority member of 
this committee for his invitation to appear here today. Congressman Rinaldo has a 
very distinguished public career in which his support for veterans, their widows and 
orphans, has never been questioned. We of the Veterans of Foreign Wars count 
Matt Rinaldo as one of our strongest and most unflinching supporters in the U.S. 
Congress. Congressman Rinaldo we thank you. 
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Mr Chairman, of the 28.5 million veterans today there are over 3.5 million over 
the age of 65. The number of veterans over 65 is expected to double by 1990; 9 mil- 
lion by the year 2000; 12 million by the year 2010. More significantly over half of 
the male population over 65 will be veterans by the year 1990. 

New Jersey's Veterans population is just under 1 million with a substantial 
number being "older veterans." These veterans reside primarily in the central and 
southern part of our State in the many retirement villages that have been built in 
New Jersey. 

The June 4, 1984, edition of "U.S. News and World Report, Inc." has an article 
entitled "VA's Goal; Model Care" for 9 Million Older Veterans." The article is an 
interview with Harry Walters, Administrator of Veterans Affairs. When asked, 
what specifically the Veterans Administration is planning to do about the growing 
numbers of older veterans Mr. Walters answered, "We must learn to treat pa- 
tients, — all patients, but predominantly those over age 65—as out patients. We do 
not want to deny them access to inpatient facilities when they have accute care 
needs, but we want to learn how to treat people at home. And we want to learn to 
treat patients in adult-day care centers, keeping them at the facilities during the 
day and sending them home at night." 

The Department of New Jersey Veterans of Foreign Wars conquers with Mr. Wal- 
ters. However, as we in New Jersey look at these two ideas, we need your help to 
make them a reajity for New Jersey's older veterans. As I stated before, the majori- 
ty of New Jersey's older veterans reside in central and southern New Jersey where 
we have no VA facility. On July 12, 1984, Congressman G.B. Sonny Montgomery on 
a visit to South Jersey stated" He would do everything in his power to have .a veter- 
ans administration outpatient facility built in South Jersey." With the help of this 
committee working in concert with the Veterans Affairs Committee and the other 
Member of Congress this must needed facility will become a reality in a resonable 
period of time This facility would help all veterans, but as we know the need for 
assistance to our older veterans is growning each day. 

Mr Walter's second suggestion of creating adult day care centers for veterans 
should be worked in conjunction with the State of New Jersey's division of veterans 
services through their veterans nursing homes in Vineland, Menlo Park and our 
third home now being constructed at Bergen Pines, Pa ramus, New Jersey. These 
homes are geared to assisting veterans and their staffs understand the problems 
facing our older veterans. Working conjuction with these facilities would reduce 
costs and we feel would benefit the veteran. 

Construction of phase I of the Bergen Pines nursing home has begun and is esti- 
mated to be completed by summer 1985. This first 100 plus beds are only the begin- 
ning and we need the Federal funds to complete phase II and III as soon as possible. 
Current reports indicate the moneys for phase II and III coming in 1986 or 1987. We 
of the New Jersey Veterans of Foreign Wars ask your help in obtaining these funds 
as soon as possible. With the addition of phase II and phase III the Bergen Pines 
facility will have in excess of 300 nursing homes beds. 

Meeting the needs of older veteran and older Americans is no easy task. The cost 
at this time cannot be determined. However, the Congress must start appropriating 
more funds in order that the Veterans Administration may live up to its mandate of 
serving the needs of all veterans. 

The major areas needed to be expanded upon as seen by our organization are; 

1. Increased geriatric units at all VA medical centers. 

2 Expansion of the VA research program to accelerate research with respect to 
Alzheimer's disease, diabetes, chronic obstructive lung disease, and the increased 
susceptibility of older persons to certain infectious diseases. 

3 Increased mileage allowance for those who perform much needed volunteer 
work through the Veterans Administration voluntary service. I'm proud to tell you 
Mr Chairman that more than 78,000 volunteers provide over 11 million hours of 
services to hospitalized veterans and the membership of the Veterans of Foreign 
Wars accounts for over 10 percent of this total effort. The VA's volunteer effort not 
only benefits older Veterans who are VA hospital patients, but it also provides a 
meaningful and productive activity for senior citizens, both veterans and nonveter- 
ans, who serve as volunteers. With the rising cost of gasoline and the diminishment 
or nonexistence of public transportation, the mileage allowance on income tax de- 
ductions should be increased for those who perform this much needed volunteer 
service, 

Mr Chairman, time has only allowed me to highlight the needs of older veterans. 
However, we look forward to working with you and the members of the New Jersey 
congressional delegation to meet the needs of America's older veterans, and older 
Americans. 
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The Veterans of Foreign Wars has many mandates, nationally we represent veter- 
ans of all ages among our more than 2 million members and some 700,000 members 
of our ladies auxiliary; but all our efforts for these older citizens would be for 
naught if upon reaching their golden age, they were to become the cast offs of socie- 
ty. We have this concern equally for all older Americans, It is at this stage of their 
lives that all American citizens should reap the harvest of their labors and the qual- 
ity of their lives at its highest. That this has not always been true in the past for a 
major segment of our aged citizens is truly unfortun 4 te, But, if it is still not so to- 
morrow — shame on us as a Nation. 

This concludes my testimony and remember as Harry Walters says "America is 
No. 1 thanks to our veterans." 

Mr. Rinaldo. Thank you, Mr. Doonan. 

Our next witness will be Mr. John Hein, State legislative chair- 
man of the American Legion. 
Mr. Hein, you may proceed. 

STATEMENT OF JOHN HEIN 
Mr. Hein. Thank you, Mr. Chairman. 

Mr. Chairman and members of the committee, it is the opinion of 
the American Legion that issues relevant to the aging veteran pop- 
ulation comprise one of the most serious challenges ever presented 
to the VA health care system. As stated before, demographics un- 
derscore the impending problems concerning aging veterans. The 
number of veterans 65 and over will triple by the year 2000 reach- 
ing a total of 9 million. Of greater significance is the group of vet- 
erans over the age of 75, who by the year 2000 will number 4 mil- 
lion strong. This is six times the 1981 total for veterans in this cat- 
egory. It is accepted that the provision of health care for these 
older veterans will be complicated by multiple acute and chronic 
problems resulting in lengthy hospital stays and extended post hos- 
pital care. 

Obviously not all of these veterans will utilize the VA health 
care system. Statistics from 1981 show approximately 768,000 of 
the 3 million veterans over the age of 65 came to the VA for one 
form of care or another. That is roughly 1 out of every 4 veterans 
goes to the VA after the age of 65. However, recent increases in 
medicare duductibles and reductions in medicaid funding, will in- 
crease utilization rates by making the VA more economically at- 
tractive. And in many cases, absolutely necessary, to the future 
aging veteran population. Signs of increased demands for care are 
already in evidence across the VA system. And this includes the 
increasing need for new and private facilities for the care of aging 
female veterans who will reach 400,000 by 1990. That is 60,000 in 
New Jersey and if the population of 1 out of 4 goes, that will be 
15,000 that will require care in our VA hospital in New Jersey. 

The American Legion is studying the situation carefully and 
making recommendations both to Congress and the VA, but one 
thing that the VA can do and we will continue to urge them to do 
is to take advantage of the constant flow of new medical technology 
that results in shorter hospital stays and better methods of treat- 
ing veterans as outpatients. We know that there will be an in- 
creased need for nursing home beds, and the VA will need to con- 
struct more and to use more such beds from the private sector. 
There also needs to be more intense study of ways to deal with 
long-term debilitating illnesses that tend to affect older people, 
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such as Alzheimer's and strokes. The Legion would also like to en- 
courage States to increase the number of beds in the States old sol- 
diers homes. 

In New Jersey where 914,000 veterans currently reside, and 
138,000 are over the age of 65, the VA's continuing the process of 
preparing for the health care needs of aging veterans. That means 
that they would be treating about 32,000 veterans in the future. 
Specifically, plans and contracts are being finalized for the con- 
struction of a 240 bed nursing home care unit at Lyons Hospital 
and also at Lyons, VA officials have tentatively planned a new 100 
bed domiciliary care center for fiscal year 1989, which, however, is 
contingent upon further valuation— I believe that the groundbreak- 
ing was supposed to be in October of this year. 

The VMAC in East Orange is severely restricted by space, and 
has proposed an additional 30 nursing home care units, beds, to 
supplement the existing 60 bed unit. The latest survey conducted 
by an American Legion national field representative showed a 
waiting list of over 100 veterans seeking nursing home care at 
VMAC in East Orange. The average waiting time was reported to 
be 6 months. 

Assuming that the Lyons nursing care unit is typical, the 
months to turnover a bed is 3.2. 

The unofficial waiting time for Menlo Park, and that is our 
State's soldiers home which is partially funded through the VA 
system, is about 1 year, for about the same number of 80 to 100 
waiting veterans. Now, these facts underscore the VA's position 
that there is already a lag in the VA's ability to serve the veterans 
population. 

Whereas the CBO assumes that this is not the case in their pro- 
jections on the budget. 

VA systems strategic planning, known as medical district initiat- 
ed program planning, evaluations also point out the immediate 
need to implement specialized programs relative to aging veterans, 
such as geriatric evaluation units, or geriatric research, education- 
al and clinical centers. 

However, these necessary programs still remain distant to actual 
activation for New Jersey facilities and depend upon deserve and 
merit the support of congressional leaders and the administrations 
of the future. 

From the Legion's standpoint, it will have to be realized that 
many more veterans will be receiving health care, especially long- 
term care in community settings, under VA guidance. We will have 
to closely monitor this to insure that veterans, especially non-serv- 
ice-connected veterans are not haphazardly placed in community 
settings without adequate VA oversight and monitoring for the re- 
sultant danger of less than quality care. 

The VA acting as the primary source of health care wants to es- 
tablish and maintain mutually beneficial relationships with com- 
munity providers. Internally the VA must continue to balance its 
current acute care system with expanding chronic services. 

At this point, I would like to propose a new idea. I call to your 
attention that the baby boom is over and this means that there are 
school facilities throughout New Jersey that could be spared and 
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utilized, perhaps as stop gap measures, for the next 5 to 15 years 
for domiciliary or nursing care centers, for veterans. 

Each facility has the classrooms that are available, lunch rooms, 
kitchens, baths, showers, auditoriums, stages, and some even have 
their own laundry facilities. The local governments under State 
and Federal guidance could economic many of these facilities to 
economically assist assets for the community. 

In general, the American Legion shall continue to observe the 
overall health care arena with continued focus on geriatric medi- 
cine. We shall continue to stress the areas of concern, such as the 
prevention of diseases, and then rehabilitation of the severely dis- 
abled are integral components of quality care to the aging veteran. 

Health care for the elderly must continue to be interdisciplinary 
in nature. It must be continuously reemphasized that health care 
in general but especially to elderly veterans involves acute, chron- 
ic, medical, and social services. 

Additionally, the Legion will continue stressing that all Ameri- 
cans, and not just veterans will benefit from the VA's advance- 
ments in geriatrics and gerontology. 

This is especially true when considering that by the year 2030, 1 
in 5 of all U.S. citizens will be over 65 years old, almost twice as 
many as today. 

In conclusion, it must be again noted that these issues represent 
a most serious challenge to the VA system, and demand the contin- 
ued planning and activation of innovative programs. The overall 
welfare of our elderly veterans in the near and distant future de- 
pends completely on what actions are accomplished today. 

As previously stated, the VA has already undertaken a number 
of initiatives in preparation for a need to care for the increasing 
numbers of older veterans. The Legion is supportive of these and is 
adding its own suggestions, and will continue to be as helpful as 
possible. 

The level of funding and construction required to bring the 
system to a prepared state will certainly come under fire from op- 
ponents both within and outside of Government. 

To those opponents, the American Legion will continue to make 
two important points crystal clear: First, and foremost, we shall 
stress the health care benefit is a commitment to our veterans 
made by the American people through many Congresses. 

It is more; it is a debt by the American people and its Congresses 
to its defenders, particularly to those who shall continue to bear 
the mental and physical scars for their entire lives. 

Second, the American Legion is convinced the VA system can 
provide health care more cost effective, and to a greater number of 
veterans than can private-sector resources. 

Again, experience shows that most users of the VA health care 
would, in cases where there were no other resources, be public 
charges. 

And there is an inescapable responsibility of the Federal Govern- 
ment to care for the service-disabled veterans in places of honor. 
Thank you very much for this opportunity. 
Mr. Rinaldo. Thank you, Mr. Hein. 
[The prepared statement of Mr. Hein follows:] 
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Prkparkd Statkmknt of John Hkin, Chairman. Legislative Committee for New 
Jersey, The American Legion 

Mr Chairman and members of the committee, it is the opinion of the American 
Legion that issues relevant to the aging veteran population comprise one of the 
most serious challenges ever presented to the VA health care system. Demographics 
underscore the impending problems concerning aging veterans. The number of vet- 
erans 65 and older will triple by the year 2000, reaching a total of 9 million. Fur- 
thermore, this group will total 12 million by the year 2010. Of greater significance is 
the group of veterans over age 75 who, by the year 2000, will number 4 million 
strong. This is six times the 1981 total for veterans in this category. It is accepted 
that the provision of health care for these older veterans will be complicated by 
multiple acute and chronic problems, resulting in lengthy hospital stays and ex- 
tended post-hospital care. 

Obviously, not all of thse veterans will utilize the VA health care system. Statis- 
tics from 1981 show approximately 768,000 of the 3.3 million veterans over age 65 
came to the VA for one foim of care or another. However, recent increases in Medi- 
care deductibles and reductions in Medicaid funding will influence utilization rates 
by making the VA more economically attractive, and in many cases, absolutely nec- 
essary, tc the future aging veterans population. Signs of increased demands for care 
already in evidence across the VA system. 

The American Legion is studying the situation very carefully, and making recom- 
mendations t/> both Congress and the VA. One thing the VA can do, and we will 
continue to urge them to do, is to take advantage of the constant flow 4 r new medi- 
cal technology that permits shorter hospital stays and better methods of treating 
veterans as outpatients, We know there will be an increased need for nursing home 
beds; the VA will need to construct more, and to use more such beds from the pri- 
vate sector Also, there needs to be more intense study of ways to deal with the 
long-term debilitating illnesses that tend to affect older people, such as Alzheimer's 
and stroke The Legion will also encourage States to increase the number of beds in 
State Soldiers* Homes. 

In New Jersey, where 914,000 veterans currently reside, VA is continuing the 
process of preparing for health care needs of aging veterans. Specifically, plans and 
contracts are being finalized for construction of a 240-bed Nursing Home Care Unit 
at VAMC Lyons, New Jersey. Also at Lyons, VA officials have tentatively planned a 
nev 100-bed Domiciliary in Fiscal Year 1989, which, however, is contingent on fur« 
ther validation VAMC East Orange, severely restricted space wise, has proposed an 
additional 30 NHCU beds to supplement the existing 60-bed unit The latest survey 
conducted by an American Legion National Field Representative showed a waiting 
list of over 100 veterans seeking nursing home care at VAMC East Orange. The av- 
erage waiting time was reported to be 6 months. 

VA's system of strategic planning, known as Medical District Initiated Program 
Planning fMEDIPP) evaluations, also point out the immediate need to implement 
specialized programs relative to aging veterans, such as Geriatric Evaluation Units 
(GEUs) or Geriatric Research, Education Clinical Centers (GRECCs). However, these 
necessary programs still remain distant to actual activation for NJ facilities and 
depend on generous support from Congressional leaders and Administations of the 
future. 

From the Legion's standpoint, it will have to be realized that many more veterans 
will be receiving health care, especially long-term care, in community settings, 
under VA s guidance. We will have to closely monitor this to ensure veterans, espe- 
cially nonservice-connected veterans, are not haphazardly placed in community set- 
tings without adequate VA oversight and monitoring with a resulting danger of less 
than quality care The VA, acting as the primary source of health care, must estab- 
lish and maintain mutually beneficial relationships with community providers. In- 
ternally, the VA must continue to balance its current acute care system with ex- 
panded chronic care services. 

In general, The American Legion must continue to observe the overall health care 
arena, with continued focus on geriatric medicine. We must continue to stress areas 
of concern like the fact that preventation of diseases, and rehabilitation of the se- 
verely disabled are integral components of quality care to the aging veteran. Health 
care for the elderly must continue to be interdisciplinary in nature. It must be con- 
tinuously reemphasized that health care in general, but especially to elderly veter- 
ans, involves acute and chronic medical and social services. Additionally, the Legion 
will continue stressing that all Americans and not just veterans, will benefits from 
VA's advancements in geriatrics and gerontology This is especially true when con- 
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sidering that by the year UOIIO, one in five of all U.S. citizens will be over 65 years 
old, almost twice as many as today. 

In conclusion, it must be again noted that these issues represent a most serious 
challenge tc the VA system, and demand the continued planning and activation of 
innovative programs The overall welfare of out elderly veterans in the near and 
distant future depends completely on what actions are accomplished today. 

As previously stated, VA has already undertaken a number of initiatives to pre- 
pare tv provide care for the increasing number of older veterans, The Legion is sup- 
portive of these and is adding its own suggestions, and will continue to be as helpful 
as possible The level of funding, and construction required to bring the system to a 
prepared state will certainly come under fire from opponents both within and out 
side Government. To those opponents, The American Legion will continue to make 
two important points crystal clear. First, and foremost, we will stress the health 
care benefit is a commitment to our veterans made by the American people through 
many Congresses. Secondly, the American Legion is convinced the VA system can 
provide health uire more cobt effectively and to a greater number of veterans than 
can private-sector resources. Again, experience *>hows> t hut most users of VA health 
care would be public charges in any event, and there is an inescapable responsibility 
of the Federal Government to care for the service disabled. 

Mr. Rinaldo. The next witness will be Col. Warren Davis. He is 
the Director of the New Jersey Division of Veteran?' Programs. 
Colonel Davis. 



Colonel Davis. Mr. Chairman and members of the committee, I 
want to thank you for this opportunity to address you on the vital 
issues of aging veterans. 

As the Director of the Division of Veterans Programs and Special 
Social Services, it is my special charge to provide the vital services 
that the State has to offer for its veterans. And might I add that 
the State of New Jersey has a long history of providing service for 
its veterans. 

Yesterday, I attended the opening session of the DAV, Disabled 
American Veterans, National Convention in Washington, DC, and 
it was humbling, absolutely humbling. It was held at the Sheraton 
hotel in their convention hall. I was sitting there with a name tag, 
which said, "VIP" on a ribbon, and I looked out at the thousands of 
disabled veterans, and I felt very strongly that they were the 
"'VIP's" and I was mislabeled. 

I served 22 years in the military. However, I am fortunate in 
that during that 22 years, I did not receive an injury. I am here 
now and indeed fortunate to be able to help the veterans of New 
Jersey. 

In New Jersey today, there are approximately 405,000 World 
War II veterans whose average age is presently 63. According to 
the Veterans Administration of the 105,000 veterans of World War 
II, it has been anticipated that about 7.7 percent of these veterans 
will require some type of medical assistance annually. 

The Division of Veterans Programs and Special Services present- 
ly maintains and operates two long-term care nursing facilities, 
these located at Vineland and Menlo Park, NJ. A third is in the 
process of being constructed in Paramus, NJ, as was stated by a 
speaker earlier. When the first phase is completed, we will have 
114 additional beds. The second and third phases of construction 
will bring the facility up to a total of 300 beds. At that time, we 
will have over 1,000 nursing home beds for veterans in the State. It 
is not enough. 
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State veteran homes are a bargain for the Veterans' Administra- 
tion, and we are, after all, looking at how we can best utilize dol- 
lars. In the Veterans* Administration own study of last year, for 
nursing care facilities, they declared that State homes are cost ef- 
fective programs for the VA. The Veterans' Administration pays 
about 20 to 25 percent of the cost of care for veterans in a State 
veterans nursing home. That is, indeed, a bargain, and we feel that 
cooperation like this, and similar ventures, should be explored to a 
greater extent. We in the State of New Jersey pledge our support 
and are very interested in joint ventures with the Veterans Ad- 
ministration in caring for our veteran population. 

Also, soon to be under construction that is— next month we 
should be getting that underway, the first State-owned veterans 
memorial cemetery, which will provide aproximately 110,000 
gravesites for the veterans of this State. 

It is the division's hope, in view of the large numbers of veterans 
who will need medical assistance to provide additional help and 
services throughout the State and one of the plans that we are 
presently exploring and proposing is to provide veterans with home 
health care to meet their needs, similar to the program that has 
been, is presently being planned by the Veterans' Administration. 

This will permit the veteran to remain at home and receive 
health care in familiar surroundings. We feel this is an appropriate 
alternative to institutionalization. 

Another divisional plan is to provide contract services to private 
nursing homes while veterans are waiting on our lists. 

It has been stated by one of our other speakers that we have a 9- 
to 12-month waiting list. Let me say this. It is heartbreaking to us 
to have those veterans on that waiting list. 

Normally, veterans and their families don't plan for nursing 
care. When it happens, it normally is an emergency in just about 
every case. A veteran suddenly is hospitalized. He stays for an ex- 
tended period of time and at some point it is determined by the 
hospital that his optimum stay in the hospital is ended. He then 
needs nursing care. 

That veteran at that time may have some other resources in the 
bank. He may have a veterans pension. He may be getting social 
security; he may not be eligible for medicare. He may be ineligible 
to go into, at that time, a VA nursing care facility because he was 
a patient in a private hospital. 

A Veterans' Administration hospital will not accept that veteran 
because he no longer requires hospitalization and the VA cannot 
provide contract nursing care for him at that time in private nurs- 
ing facilities. 

So, he is left out. He cannot go into a medicaid facility because 
his income or his resources are too great. This is where there is a 
great need in this State and throughout the country to assist veter- 
ans. The catastrophic circumstances or the financial crisis that 
occurs when a veteran needs nursing care today, and he doesn't 
have enough money to go into a private facility, which incidentally, 
in the State of New Jersey, costs from $2,000 to $3,000 a month. 
That is a financiai disaster to the veteran and his family, and I 
think that this need is critical and should be addressed. 
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It is to be noted, as previously mentioned in my opening re- 
marks, that the demands on the VA and the division will increase 
by 38,000 veterans in need of medical assistance. 

To anticipate the actual demands and needs of these veterans, 
this division is planning, in the near future, and hopefully in coop- 
eration with the Veterans' Administration to provide outpatient 
clinic services. 

This will ease the demands placed upon the VA hospitals as well 
as our nursing home facilities, in Menlo Park, Vineland, and soon 
Paramus. 

As you may be aware, as the years pass, the demands on the Vet- 
erans Administration and the division will increase in conjunction 
with the aging needs of veterans and we feel that it is an emerging 
crisis and we certainly wish this committee success in solving that 
problem and that crisis. 

Thank you. 

Mr. Rinaldo. All right, thank you very much, Colonel Davis. 
[The prepared statement of Colonel Davis follows:] 

Prepared Statkmknt ok Col. Warren L. Davis, Director, New Jersey Division of 

Veterans' Programs 

In New Jersey today there are approximately 405,000 World War H veterans 
whose average age is presently G3. According to the Veterans Administr *ion, of the 
t(K>,000 World War II veterans, it has been anticipated that 7.7% of these veterans 
will require some type of medical assistance in the very near future. 

The division of veterans programs and special services presently maintains and 
operates two i2j long term nursing facilities for the veteran^ at Vineland and Menlo 
Park. Within the upcoming year the long-term nursing facility in Paramus will be 
completed in its fir*st phase. The first phase will serve and provide nursing for ap- 
proximately 1 1 1 veterans of the State of New Jersey. This will be augmented by a 
phase two and phase three which will eventually provide services for 300 veterans 
of this State. It is important that the three facilities are strategically located— one 
in south Jersey iVineland), one in central Jersey (Menlo Park), and one in north 
Jersey tParamusj. Also under construction is the Arneytown Veterans Memorial 
Cemetery which vwll provide approximately 110,000 grave sites for the veterans of 
this State, 

It is the division's hope, in view of the large numbers of veterans who will need 
medical assistance, to provide additional help and services. One of the plans this di 
vision is considering, providing funds are available, is to provide veterans with 
home health care to meet their needs. This will permit the veteran to remain at 
home and receive health care in familiar surroundings. Another divisional plan is to 
provide contracting services to other nursing homes in which we may place those 
who art on our waiting lists at Vineland and Menlo Park. This service will expedite 
the admissions process and permit our most needy veterans access to this type of 
service. If moneys are available for this service, our veterans will not have to wait 6 
to 9 months to enter a long term facility. It is to be noted, as previously mentioned 
in my opening remarks, that the demands on the VA and the division will increase 
by 38,000 veterans in need of medical assistance. To anticipate the actual demands 
and needs of these veterans, this division is planning, in the near future, hopefully 
with the cooperation of the VA, to provide an out-patient clinic. This will ease the 
demands placed upon Menlo Park, Vineland, and soon Paramus. As you mav be 
aware, as the years progress, the demands on this division will increase in conjunc- 
tion with the aging of the World War II veterans. 

Much has been done in the past and much is currently under way to meet the 
needs of the veterans of this State. There is, however, much to be done in the future 
for the veterans. The pressing issue is monetary, without an increasing budget, the 
demands of the World War II veterans of New Jersey will not and cannot be met. It 
is imperative that an increased budget be passed so that the demands upon this di 
vision will be met. 

Another example of this division's commitment to the veterans of this State is our 
increasing and expanding Bureau. Presently, in cooperation with the VVLP, we are 
opening more service offices throughout the State to provide counseling, employ- 
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ment opportunities, placement, and assistance in making application to the VA. 
This bureau expansion is of vital importance to aid the veteran in becoming aware 
of any problems and programs which might affect him. We shall do this through 
our field offices and also through our newsletter which will update our veterans on 
all new legislation and benefits he may be entitled to participate in for the duration 
of such programs The $60 million bond issue currently being proposed will provide 
needed monevs for this division's plans at Paramus. 

Much of what I have said here today has been planned by this division in its stra- 
tegic planning and hopefully will be carried out if budget increase requests are ap- 
proved The time is now to plan for the tremendous increases in demands and serv- 
ices which can be expected in the very near future. Gentlemen, I submit to you a 
mandate for your consideration. Our veteran has done for his country and its 
people, it is time for his country and its people to do their duty to the veteran. I 
thank you. 

STATEMENT OF JOSEPH SCHIMKOWITZ 

Mr Schimkowitz. Mr. Chairman and members of the committee. 

It is an honor for me to appear before you today on behalf of the 
Jewish War Veterans of the United States to discuss our views on 
the VA's Medical Construction Program for the fiscal year 1985. 

Mr. Chairman, first, I would like to extend my appreciation and 
thanks to you and the staff of this committee for your hard work 
and continued commitment to maintaining the well-being of our 
Nation's veterans. Our members of the oldest war veterans organi- 
zation in the United States stand ready to assist you to ensure es- 
sential medical care and construction programs are maintained 
and realistically funded. 

We believe our Nation has a clear responsibility and commit- 
ment to maintain and upgrade the quality of the VA medical care 
systems, and to meet the health needs of the ever-aging veterans' 
population. I come before you today to reaffirm this commitment 
and express my hope that our country will never forget those men 
and women who have served, and who, in some cases, have given 
the ultimate sacrifice for our country. 

With this background in mind, the specifics of the VA's medical 
construction budget for the fiscal year 1985 represents a mixed bag 
of hope for the veterans of this country. 

There is no doubt that the VA's medical care and construction 
budget should be given top priority over the next two decades. In 
this regard, the budget request for fiscal year 1985 is not satisfac- 
tory, and we feel the VA must reestablish its priorities to ensure 
the safety, modernization, and construction of sufficient VA facili- 
ties These priorities must reflect the changing demographics of the 
veterans population. 

We wholeheartedly support the proposed increase of $290.7 mil- 
lion to $822 million of budget authority for fiscal year 1985. Howev- 
er, these funding levels are barely adequate for the short term. We 
feel obligated to bring to your attention why the fiscal year 1985 
budget proposal fails to meet the realities and expectations of the 
veterans community for the long run, 

As you know, many facilities of the VA's health care are deterio- 
rating and becoming increasingly outmoded. Many hospitals were 
not constructed for the use of modern equipment and this is very 
important. Therefore, unable to meet modern standards of health 
care, we commend the VA's proposal of $28.6 million replacement 
for the hospital in Houston, TX, which will incorporate a 120-bed 



57 



54 



nursing home care unit. The proposed modernization program 
scheduled for the agency's Allen Park, MI medical facility, and the 
remainder of the replacement and modernization projects at Au- 
gusta, GA; Mountain View, TN, and New York. 

However, we are most distressed that not a single new VA hospi- 
tal has been proposed for fiscal year 1985. Furthermore, the admin- 
istration has failed to reconsider its decision to cancel plans to 
either renovate or modernize the Baltimore VA Medical Center. 
The Baltimore VA Medical Center is considered by the VA to be 
one of the 10 medical centers most in need of construction, replace- 
ment, or modernization. This year's budget has also failed to pro- 
pose building or modernizing a single facility in Florida despite 
recent demographic studies indicating that Florida's veteran popu- 
lation is expanding faster than in any region in the United States, 
and we are all aware of that. 

In the area of nursing home care, we feel this budget request is 
inadequate to keep up with the continued expansion of veterans' 
needs. In fiscal year 1984 the VA requested $67.3 million for nurs- 
ing home care, which included the addition of 840 nursing home 
beds. 

The budget for fiscal year 1985 is $16.5 million lower, requesting 
only $50.8 million, and an addition of only 57 nursing home beds 
over the last year's request. 

Furthermore, the budget for fiscal year 1984 marked the third 
year in a row in which funds were not authorized for construction 
of our new domiciliary facilities or remodeling existing ones. The 
VA's medical construction budget for fiscal year 1985 has barely 
addressed this most serious problem. In fact, the VA has chosen to 
renovate just one domiciliary facility. Many of these buildings are 
over 50 years old and do not meet current standards of fire safety. 
We believe the number of aging veterans, particularly those with 
insufficient social or family resources to meet minimal care needs, 
will increase over the next 20 years. We urge this committee to 
closely monitor this situation and to consider providing additional 
funds for domiciliary care in the medical construction budget for 
the fiscal year 1985. There is no doubt that the inaction will only 
magnify and increase the cost to be paid by our veterans and the 
American taxpayer. 

All of these budget deficiencies will be magnified by current de- 
mographic trends in the veteran community. Veterans 65 years or 
older numbered 3.3 million in 1981. By the year 2000 this figure 
will triple. In 1981 25 percent of veterans 65 years or older used 
VA medical services. There is no reason to believe this percentage 
will change. Yet, using this percentage as a basis, the 798,000 over 
65 veterans who used VA health care services will increase to 2.2 
million by the year 2000. 

Finally, the last point to be made about the budget is more of an 
administrative problem than a budgetary deficiency. Last fall on 
September 27, 1983, the House Subcommittee on Oversight and in- 
vestigations of the Committee on Veterans' Affairs investigating al- 
legations made by the Association of Orthopedic Chairmen on the 
status of the VA health care. 

In our opinion, the findings of this report illustrate dangerous 
trends in VA medical care. In its summarized form, the major 
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thrust of this report is that orthopedic care is in a perilous condi- 
tion due to improper use of funds, unsafe operating conditions due 
«» to old or poorly maintained instruments, and to general misman- 
agement. 

For example, this report alleged that items such as lawn sprin- 
klers, earthquake proofing, and similar items are often given prior- 
ity over purchasing artificial limbs or surgical instruments and 
prescription drugs. 

Also, the length of a VA patient's hospitalization is often deter- 
mined by the administration s budgetary decisions instead of good 
medical practice. Essentially, patients not only receive inferior care 
while in-patients, but inferior care as outpatients due to their ex- 
cretive numbers which outstrip the hospitals' ability to care for 
them. 

Mind you, I am knocking the VA in East Orange or Lyons Hospi- 
tal l think they do a terrific job on what they've got to work with. 

Finally, surgical and other medical procedures are not scheduled 
primarily due to lack of support staff. The report claims that em- 
ployment contract provisions forced the VA by labor organizations 
or voluntarily adopted by VA management do not permit full use 
of hospital facilities. 

Mr. Chairman, if this report is only partially accurate, the seri- 
ousness of these charges must be considered. It is important to au- 
thorize and appropriate necessary moneys for construction of 
health facilities. 

However, it is equally important to effectively administer health 
facilities already built. I urge this committee to once again monitor 
these situations and all similar reports so that an accurate picture 
of VA medical care is obtained. 

Thank you very much for giving me this time to address my 
views on these important matters. 

Thank you, Mr. Rinaldo, Mr. Biaggi, and Mr. Florio. 

Mr. Rinaldo. Thank you, Mr. Schimkowitz. 

[The prepared statement of Mr. Schimkowitz follows:] 

Prepared Statement of Joseph Schimkowitz, National Service Officer, Jewish 

War Veterans 

Mr Chairman and members of the subcommittee, it is an honor for me to appear 
before you today on behalf of the Jewish War Veterans of the USA to discuss our 
views on the VA's Medical Construction Program for FY'85. 

Mr Chairman, first, I v/ould like to extend my appreciation and thanks to you 
and the staff of this subcommittee for your hard work and continued commitment 
to maintaining the well-being of our nation s veterans. Our members of the oldest 
active war veterans' organization in the USA stand ready to assist you to ensure 
essential medical care and construction programs are maintained and realistically 
funded. 

We believe our nation has a clear responsibility and commitment to maintain and 
up-grade the quality of VA medical care systems and to meet the health needs of an 
eve raging veterans population I come before you today to reaffirm this commit- 
ment and express my hope that our country will never forget those men and women 
who have served, and in some cases, given the ultimate sacrifice for our country. 

With this background in mind, the specifics of the VA's medical construction 
budget for FY 85 represents a mixed bag of hope for the veterans of our country. 

There is no doubt that the VA's medical care and construction budget should be 
Riven top priority over the next two decades. In this regard, the budget request for 
FY 85 is not satisfactory and we feel the VA must reestablish its priorities to ensure 
the safety, modernization, and construction of sufficient VA facilities. These prior- 
ities must reflect the changing demographics of the veteran population. 
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We wholeheartedly support the proposed increase of $290.7 million to $822 million 
of budget authority for FY'85, however, these funding levels are barely adequate for 
the short term. We feel obligated to bring to \ ur attention why the FY'85 budget 
proposal fads to meet the realities and expectations of the veteran community for 
the long run. 

As you know, many facilities of the VA's health care system are deteriorating and 
becoming increasingly outmoded. Many hospitals were not constructed for the use of 
modern equipment and therefore, are unable to meet modern standards of health 
care. Therefore, we commend the VA s proposed $28.6 million replacement for its 
hospital in Houston, Texas which will incorporate a 120 bed nursing home care unit, 
the proposed modernization program scheduled for the agency's Allen Park, Michi 
gan medical facility, and the remainder of the replacement and modernization 
projects at Augusta, Georgia, Mountain Home, Tennessee, and New York, New 
York. 

However, we are most distressed that not a single new VA hospital has been pro- 
posed for FY'85. Furthermore, the administration has failed to reconsider its deci- 
sion to cancel plans to either renovate or modernize the Baltimore VA Medical 
Center. The Baltimore VA Medical Center is considered by the VA to be one of the 
ten medical centers most in need of construction, replacement or major moderniza- 
tion This year's budget has also failed to propose building or modernizing a single 
facility in Florida despite recent demographic studies indicating that Florida's veter- 
an population is expanding faster than in any region in the United States. 

In the area of nursing home care, we feel this budget's request is inadequate to 
keep up with the continued expansion of veterans needs. In FY' 84 the VA requested 
67.3 million for nursing home care which included the addition of 840 nursing home 
beds. The budget for FY'85 is $16.5 million lower, requesting only 50.8 million and 
an addition of only 57 nursing home beds over last year's request. 

Furthermore, the budget for FY'84 marked the third year in a row in which funds 
were not authorized for construction of new domiciliary facilities or remodeling ex- 
isting ones The VA's medical construction budget for FY'85 has barely addressed 
this most serious problem. In fact, the VA has chosen tc renovate just one domicili- 
ary facility. Many of these buildings are over 50 years old and do not meet current 
standards of fire safety. We believe the number of aging veterans, particularly those 
with insufficient social or family resources to meet minimal care needs, will in- 
crease over the next twenty years. We urge this subcommittee to closely monitor 
this situation and to consider providing additional funds for domiciliary care in the 
medical construction budget for FY'85. There is no doubt that inaction will only 
magnify and increase the cost to be paid by our veterans and the American tax- 
payer. 

All of these budgetary deficiencies will be magnified by current demographic 
trends in the veteran community. Veterans 65 years or older numbered 3,3 million 
in 1981, by the year WOO this figure will triple. In 1981 25% of veterans 65 years or 
older used VA medical services, there is no reason to believe this percentage will 
change, yet using this percentage as a basis, the 798,000 over 65 veterans who used 
VA health care services will increase to 2.2 million by the year 2000. Also, our coun- 
try has a substantial number of women veteran 65 years or older and by the year 
2000 they will number *00,000, Furthermore as documented by the VA, the median 
age for male veterans is 51.4 years and 51.9 years for female veterans. This subcom- 
mittee and our nation's veteran organizations must respond to the realities of our 
time Failure to resolve this dilemma, between a lack of budgetary planning by the 
VA and the Federal Government and increased health demands of veterans, can 
only result in budgets that do not reflect or answer the growing concerns and needs 
of veterans across this country. 

Finally, the Inst point to be made about this budget is more of an administrative 
problem than a budgetary deficiency. Last fall on September 27, 1983, the House 
Subcommittee on Oversight and Investigations of the Committee on Veteran Affairs 
investigated allegations made by the Association of Orthopaedic Chairman on the 
status of VA health care. In our opinion, the findings of this report illustrates dan 
geruus trends in VA medical care. In its summarized form, the major thrust of this 
report is that Orthopaedic care is in a perilous condition due to improper use of 
funds, unsafe operating conditions due to old or poorly maintained instruments and 
to general mismanagement. For example, this report alleged that items such as 
lawn sprinklers, earthquake proofing, and similar items are often given priority 
over purchasing artificial hips, surgical instruments and prescription drugs. Also, 
the length of VA patients' hospitalization is often determined by administrative and 
budgetary decisioas instead of good medical practice. Essentially, patients not only 
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receive inferior core while in patients, but inferior care as out-patients due to their 
excessive number which far outstrip the hospitals' ability to care for them. 

Finally, surgical and other medical procedures are not scheduled appropriately 
due to lack of support staff. The report claims that employment contract provisions 
forced on the VA by labor organizations or voluntarily adopted by VA management 
do not permit full use of hospital facilities. Mr. Chairman, even if this report is only 
partially accurate, the seriousness of its charges must be considered. It is important 
to authorize and appropriate necessary monies for construction of health facilities, 
however, it is equally important to effectively administer health facilities already 
built I urge this Subcommittee to once again monitor this situation and all similar 
reports so that an accurate picture of VA medical care is obtained. 

To conclude, the JWV of the USA views this year's medical and construction 
budget as being barely adequate for the short run. It certainly does not address 
many of the long term health care problems anticipated from our aging Veteran 
population While the VA has never been expected to care for all veterans it must 
plan for the health needs of the service connected, disabled and needy veterans who 
are growing older. 

Mr Chairman, thank you for giving us this time to express our views on these 
important matters. 

Mr. Rinaldo. Our next witness will be Mr. Thomas Culkin, the 
New Jersey Commander of the American Ex-Prisoners of War. 

Mr. Culkin, I don't know how much testimony you have, but I 
assure you t* it the entire testimony will be included in the record. 
If you wish to summarize it in the interest of time, you are certain- 
ly welcome to do so. 

Mr. Culkin. All right, Congressman, I can state it very quickly. 

Thank you. 



Mr. Culkin. Mr. Chairman, members of the committee. 

My name is Thomas Culkin, State Commander of the American 
Ex-Prisoners of War, Inc., Department of New Jersey. 

I have a statement I would like to read into the minutes of this 
meeting, I assure you it is brief, but it emphasizes the concerns of 
the American Ex-Prisoners of War, Inc., membership from the five 
chapters of the State of New Jersey, representing nearly 1,000 
American ex-prisoners of war. 

I can assure you they are all well within the age group with 
which you are concerned. 

On Friday morning, August 24, 1984, I was contacted by John 
Vihstadt, counsel of the House Select Committee on Aging, from 
Washington, DC, informing me of this meeting, and inviting me to 
attend. 

No, we are not prepared at this late date to participate nor have 
we been asked. Until 1981 when President Reagan signed our na- 
tional charter and passed the POW law 97-37, we were not even in 
existence as far as our Government was concerned. We are now. 
We are now recognized in a chartered veterans group, and we 
insist on being recognized and represented by our leaders at all 
Government inquiries pertaining to veterans' affairs as well as the 
House Select Group on Aging. 

We who have certainly suffered as a group more than any one of 
our fellow veterans' organizations and are certainly among the age 
group being considered at this meeting, feel fully justified in asking 
for this representation. 

Our members have faced the enemy bravely and all conflicts 
within our lifetime. We have suffered the wounds, indignities, pri- 
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vations, starvations, and brutalities from our Nation's enemies and 
survived. 

The dues we proudly paid to become members of the American 
Ex-Prisoners of War organization are more by far than required by 
any organization in existence in America today, and should be so 
recognized. 

Comparatively, we are smaller in number than the major veter- 
ans organizations in the United States today, but our members 
proudly belong to the DAV, the American Legion, tbe VFW, the 
Jewish War Vets and Catholic War Veterans et cetera. 

However, we now want the recognition we reserve as a major 
veterans organization with representation of American ex-POW's 
at future meetings. 

Yours in patriotism, Tom Culkin. 

Mr. Rinaldo. Mr. Florio. 

Mr. Florio. Let me just express to all the witnesses my apprecia- 
tion for the participation. 

Today, as many of you know, is just one more experience in the 
continuing dialog that some of us in Congress have attempted to 
create and establish with veterans on all matters dealing with vet- 
erans. 

The reference was made to the meeting that we had in the 
Southern portion of the State when we were able to bring in Chair- 
man Montgomery from the Veterans' Affairs Committee. 

The participation of all the organizations that are here at that 
meeting was fully appreciated, and the continuing relationship is 
one that is in the interest, not only of the organization or the orga- 
nizations that are represented, but also in the integrity of the proc- 
ess in Government, and unless we have sort of the hands-on experi- 
ence of those people who are members transmitted to the Congress, 
certainly policies can't be developed that are truly responsive to 
the real needs as opposed to the perceived needs of the various vet- 
erans' organizations. 

I want to make one comment and then maybe ask one question, 
and then excuse myself. Unfortunately, I have got a prior commit- 
ment I have got to go to. 

But the observation I want to make is again to reinforce this 
point that we have to be very vigilant in malting sure everyone is 
talking about it, as we shift some responsibilities to other programs 
and to other agencies, that we don't reach a tipping point where we 
wake up one morning and someone says, Well, the VA is no 
longer doing what it used to do, and therefore, maybe there is no 
need for the existence of the VA." 

That there is, say, the concern of that. Reference wls made, I be- 
lieve, by one of the witnesses to medicare and the problems associ- 
ated with medicare. Rest assured that next year there are going to 
be proposals to deal with the financial problems of medicare that 
are going to advocate reduction in benefits for medicare recipients, 
increases in deductibles and copayments on the part of medicare 
recipients. 

If we are talking in an organized way of shifting responsibilities 
out of VA, the VA health system over to the medicare program, 
you can see the problems that are associated with signing on exclu- 
sively to a ship that is listing if not sinking. 
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So, you've got to be very concerned about that. I would make the 
suggestion that in some areas, in the area of geriatric care, re- 
search, delivery systems, that in that instance maybe we shouldn't 
be shifting things off of the VA out into the private health care 
system. Maybe we should be reversing it, and shifting some of the 
responsibilities back to the VA and let the VA assume lead posi- 
tion in this country in dealing with geriatric care research, formu- 
lating new ways of dealing with geriatric care concerns, because 
the universe of veterans is going to be much more weighted to 
older citizens than is going to be the general population universe. 

So, the appropriate place might be to see the VA as the lead 
agency in developing health care policies for older Americans. I 
think in many respects it might be that we want to talk about a 
project, almost of the nature of putting a person on the moon, and 
if we are concerned about health care we have to be concerned 
about health care for older Americans in general, why not make 
the VA, the Veterans' Administration, the lead agency to formu- 
late those policies for veterans and for the general population as a 
whole. 

The only point, the question I want to ask the colonel. I under- 
stand that your office is in the process of formulating some sort of 
a seminar for next year dealing with veterans' concerns, and in the 
planning strategy meetings— and there were apparently some 
people in this audience who are at them, some literature is being 
distributed that says, and it surprised me, that New Jersey has 
become the 50th State, out of 50, in terms of VA hospital or health 
care moneys per capita. 

That is, we are the lowest state in the country. 

Can you just elaborate on that, briefly? 

Colonel Davis. That statement was directed primarily at claims 
and recovery of money from the Veterans' Administration for vet- 
erans' claims in New Jersey. 

Mr. Florio. Fifty out of fiftieth of all the States? 

Colonel Davis. That is correct. 

Mr. Florio. That in itself is troubling, and certainly as a 
member cf ths Veterans' Affairs Committee any documentation 
that you can provide to us we will be happy to take a look into 
that. 

I can't imagine why we would be in that kind of situation, but if 
you could provide us with some documentation you have my pledge 
to look into that to find out why New Jersey would be 50th out of 
50 States. That is just inexcusable, but thank you very much. 

Mr. Chairman, I appreciate it. 

Mr. Rinaldo. Thank you very much, Mr. Florio. 

Mr. Biaggi? 

Mr. Biaggi. Yes. Some reference was made to monitoring. The 
VA should be monitored and Congress should be monitored. 

It has been my experience that the real monitors are the Veter- 
ans organizations. As the result we have had a number of correc- 
tions and hearings. You are out there on a day-to-day basis, and 
you may be a little more objective than many others, and we rely 
on you for your input. 

My recommendation that we make a new Deputy Administrator 
in the VA deals with that, and one of the duties that the Adminis- 
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trator would have would be to develop a high level of visible liaison 
with leading veterans organizations, and to make sure that their 
input is received as the VA moves ahead. 

That is clearly very, very important I don't believe that there is 
sufficient monitoring. Oversight is rarely done in the degree in 
which it should be by Members of the Congress. 

We just have too many things to do. There are occasional hear- 
ings when something is brought to our attention. On the most part, 
what is brought to our attention is brought by veterans organiza- 
tions, so I am sure you recognize it. You may not fully recognize 
the importance of what you do, and how we rely on it. As a result 
of your input we in Congress move, and have corrected many con- 
ditions. I can tell you in the Bronx, not too many years ago, the 
Bronx VA hospital, before we built a new one, which I was respon- 
sible for, there was a national expose— I think it was a Life or Look 
magazine. 

I am sure you folks remember it. Well, we had a hearing, and we 
focused attention and we cleared the condition and improved it 
very substantially. That is very, very important. 

The question of adequacy of care is always critical. 

Mr. Hein made some reference to it, and I think Colonel Davis 
made some reference to it, and perhaps Mr. Doonan, relating to the 
fact that there was an inordinate waiting period. 

Well, if we have that now, what can we anticipate in the future 
when we know there is going to be a burgeoning of the elderly 
among the veterans population? 

We also know, with the aging process, as night follows day, that 
with the aging process, there is an increased need for medical care. 

Unless we do something with the Veterans' Administration s hos- 
pital system we are simply not going to be prepared to deal with 
the problem. 

They are well intended and the statements here made by wit- 
nesses are well-meaning, but there are limitations, unless we can 
expand or remove those limitations. Clearly one of the purposes of 
the hearing is to focus with greater emphasis on this oncoming 
crisis, because I see it as a crisis, unless we do something now, with 
some long-range programs. 

To the representatives of the veterans of America, I can only tell 
you that you have done the job in the past despite the cynicism of 
the new veterans who will see the light; but the job remains to be 
done, and your responsibility, your day-to-day work in these hospi 
tals is critical as far as we are concerned. 

The veterans, the auxiliaries, they do the job, and it is not just a 
perfunctory make-work assignment. It is critical as far as we in the 
Congress are concerned. We need your input. I mean I emphasize 
that. I can't emphasize it sufficiently because we know how valua- 
ble it is. 

I want to thank you for your testimony today, and to congratu- 
late you for the work that both you and your organizations have 
done over the years. But for those organizations, the veteran 
wouldn't be in the position that he is in today. 

There is a lot to be desired, but it would have been considerably 
worse. Their input into the process is significant and that the new 



ERIC 




61 



organization of Ex Prisoners of War, I'm sure, the effort— hopeful- 
ly, united effort, will be even more productive. 
Thank you very much. 

Mr. Rinaldo. I would like to take this opportunity to certainly 
thank this panel, and also to reiterate that the record remains 
open for an> other individual or group who want to submit written 
testimony, you merely contact my office, or the House Select Com- 
mittee on Aging, and it will be included as part of the record. You 
have 2 weeks in which to do that. 

I would like to ask the representatives here one question, be- 
cause all this, as you know, is being taken down. It will be put into 
the form of a report. It will be presented to the Members of Con- 
gress, and I want to know if there are any specific proposals your 
organizations* a re advocating to improve the level or quality of care 
being provided to older veterans, and could you state them fully? 
Exactly what proposals you feel are important, what recommenda 
tions this committee, in particular, should study so that we can 
bring it back to Washington with us, and perhaps come up with 
some meaningful areas of change and improvement. 

Anybody who wants to, on that score. 

Mr. Biaggi. If you are in a position to respond to this question— 
you may not be because of the parameters in which you function. 
You may require approval from the national body. For those of vou 
who don't represent the national body, per se, you were here when 
I announced the proposals, the four proposals I made, and if you 
were, let me ask you. Do you approve them? If not, why not? And if 
you have not heard them, please let me know, and I'll read them 
again. 

Mr. Jui.hjssen. Could you restate your proposals, because the 
two doctors took so long that I forgot. 

Mr. Rinaldo. Mr. Schhnkovvitz? 
' Mr. Sciiimkowitz. Gentlemen, I think a very important clarifica- 
tion should be made because some magazines and some people have 
come out with a theory of the idea that because a veteran is C5 
years old he should receive treatment, or he will receive treatment 
at the VA hospitals or the Newark Regional Clinic. 

I think this should be clarified by the people up on the Hill, and 
find out. Let's make it by the— if we can possibly, let's give the 
man that's Go years old treatment for any condition whether he is 
service connected or not on an outpatient treatment basis, even 
though he is not service connected for it. 

I would like to see that sometime, because some people think it is 
in effect now, and others don't and they get turned down and they 
are very disappointed. 

Mr. Rinaldo. You mean that right now if they are over 65 and 
they are not receiving treatment? My understanding is 

Mr. Sciiimkovvitz. Unless they have service connected. 

Mr. Rinaldo. My understanding is that they are supposed to re- 
ceive treatment. 

Mr. Sciiimkowitz. That is what has to be clarified. We have 
people here from the VA hospital. I think maybe they could give 
you a better declaration on that. 

Mr. Rinaldo. They are going to speak on the next panel, and 
perhaps 
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Mr. Schimkowitz. Maybe they can answer that question right 
now. 

Mr. Rinaldo. Well, why don't we 

Is anybody here from the— Mr. Kidd or Mr. Baglio, could you 
answer the question at this time? 

My understanding is that priority is given to service-connected 
problems, and then others are taken after that. 

Mr. Baglio. Joe was talking about 65 and over. 

Mr. Schimkowitz. That's right. 

Mr. Baglio. And this is true that priority is given to them on the 
basis of the fact that they cannot financially afford that type of 
care on the outside; and on the basis of space being available for 
them as was stated by Dr. Mather this morning. 

Mr. Rinaldo. He's talking about outpatient. 

Mr. Baglio. Outpatient treatment. 

Mr. Schimkowitz. Outpatient treatment is restricted solely to 
service connected. 
Mr. Baglio. That's correct. 

Mr. Biaggi. I am going to recite some of the proposal. 

One would be the creation of a new Deputy Administrator for 
Elderly Veterans. Obviously, the reason for that is to focus greater 
attention on the problems of the elderly veterans, also bring that 
Deputy Administrator right up to the top, so that the problems are 
dealt with at the very top level. 

I assume that there would be support for that? 

Any objection? Any negatives? Mr. Hein? 

Mr. Hein. It has been my personal experience, and I am not 
speaking for the Legion, but when you introduce another organiza- 
tion into an organization that is already functioning, it never 
seems to work out right, and the conflicts that swirl around make 
that organization eventually ineffective. 

I think the organization has to be structured almost from within, 
and I don't see now that organization fits in the current structure 
of the VA system. 

Mr. Biaggi. Well, it is from within; they have a person there 
now, but they don't have the person they have now doesn't enjoy 
the access to the Administrator, to the Director of the VA. 

We had that with aging, and we fought to have that— the role of 
the aging raised to Assistant Secretary, so that they would have 
access to the Secretary, so you can bring the problem right up to 
the top, instead of having it languish in a lower level. 

I don't think— I don't think the concern that you raise is really 
justified. 

Mr. Hein. I'll go along with that. 

I think it is a concern however. 

Mr. Biaggi. You think it is what? 

Mr. Hein. I still think it is a concern, but it can be handled. 
Mr. Biaggi. Oh, clearly. 
Mr. Culkin. Excuse me. 
Mr. Biaggi. Mr. Culkin. 

Mr Culkin. In essence, this is just the addition of another execu- 
tive to the VA staff in Washington. 
Mr. Biaggi. That's right. 
Mr. Culkin. I think we would agree with that. 



66, 



63 



Mr. Biaggi. And also one of the duties would be to coordinate 
and be available for all of the veterans organizations, for their 
direct in^ut, of which I think would be salutary. In my judgment— 
I have said it before, and I will say it again. You are tm most criti- 
cal component in the whole structure dealing with .,e veterans, 
the welfare of the veterans. 

You are out there, you are right in the field. You know what the 
problems are. You can— why do you come to us and go to the long 
way around, when you have direct access to a Deputy Administra- 
tor who will bring that issue to the fore, look at it, distill it, and if 
it has merit, bring it to the Administrator of the entire Veterans' 
Administration. 

That's our experience. Absent that, it will languish at a lower 
level, and probably never get to become a full hearing. 

Another was the establishment of clinical centers, Geriatric re- 
search and educational clinical centers. I think Dr. Mather agreed 
with that, and I think Dr. Wetle agreed with that. 

I assume no one objects. 

Another was to conduct realistic settings on how to implement 
effective cost-containment measures in VA hospitals. 
Any objection to that? 

Mr. Juuussen. On the cost containment, I think you will find 
that I was speaking to Mr. Kidd before and the VA operates— they 
have only increased their budget by 5 percent per head, sticking 
within the inflation rate where on the outside it has gone up 10 
percent per year. 

Mr. Rinaldo. It's gone up 14. 

Mr. Juuussen. 14. 

But no matter what program we suggest or research program— 
you know the whole country benefits from the research programs 
of the VA right now, whether it is in the aged veteran Oi the 
younger population, and no matter what program we suggest, it all 
involves funding, and funding is a problem. 

Mr. Rinaldo. That is exactly correct. 

You know one point you have to bear in mind is when we talk 
about shifting programs and shifting resources, you shift them 
from the VA to another agency. I think it is incumbent upon every- 
one to recognize that in this day and age that other agencies might 
be having their budgets cut, and may not be able to handle the 
program .sufficiently. Similarly when we shift programs to the VA or 
put increased emphasis on them there, you can't do it without 
adequate funding. 

You know, I for one am totally committed to the needs of our 
veterans, and I think at this point you should recognize, and I want 
to ussure you that I am not going to allow the deficit to be reduced 
at the expense of programs that you need, deserve, and are entitled 
to-programs that Congressman Biaggi and I fought for. And cer- 
tainly that's why we want to hear your concerns, how these pro- 
grams can be improved and where they are lacking, and where 
perhaps there is a need that hasn't been fulfilled. 

Because without a hearing of this type, without your bringing it 
to our attention, we can't do the kind of job that we are elected to 
do. 

Mr. Biaggi. One last proposal. 
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Mr. Rinaldo. Let him finish— I think he's got 

Mr. Juliussen. When we speak about programs like that the two 
basic complaints I get, this gentleman brought up was about non 
services nnected veterans. 

The VA had a program where if they were 1 year after their— if 
the} had a non service-connected ailment, if it stabilized, we would 
stop giving them medication and treatment. That is a large prob- 
lem with the older veteran, because after a year he has to go out 
and try to find money to get this taken care of. 

The same way with their prescriptions. After a certain amount of 
time, if they are non-service-connected, they have to stop the pre- 
scriptions. 

Now, it is not basically the hospital. That is a VA rule, and they 
have to live up to it. 

And one other thing I would like to mention, Mr. Florio left 
before I could mention it, that program about, that came up about 
transferring some of the veterans' benefits to medicare, when they 
researched it, they found out that ai! the gentlemen that come up 
with the program wanted to do was take the money from the VA 
and give it to medicare. 

So, it wasn't saving the Government any money; it was just 
transferring funds. 

Mr. Rinaldo. Well, that's the problem. 

Mr. Biaggi. The greater problem was raised by Mr. Florio, and I 
remember it under a couple of administrations, that it was not 
fixed anywhere. It keeps cropping up, and that is really the dis- 
mantling of the Veterans' Administrations hospitals. That is 
always there, and if you shift the responsibility from the Veterans' 
Administration piecemeal, though the vote may be to medicare or 
wherever,, Old Americans Act, in the end what you are talking 
about ib dealing with the skeleton about was and it becomes easier 
to extinguish. 

So be wary of that. 

Mr. Culkin. Mr. Congressman. I as well as my group feel that 
we have to be very aware of the constant erosion of the VA by out- 
side sources, and I don't have to mention the committee's name 
that we are all upset about, but I think we have in the future to be 
very careful of this constant attempting erosion. 

Mr. Rinaldo. That's a point well taken. That is another objective 
of thib hearing, to see that it doesn't happen, because a copy of the 
transcript, the full copy goes to every member of the Veterans 
Committee, so that appropriate legislation can be enacted by that 
committee. 

Mr. Biaggi. You are talking about the W.R. Grace Commission? 
I think it should be put in, stated, put it in the record. 
Mr. Culkin. Well, I am talking about the W.R, Grace Coir mis- 
sion. 

Mr. Biaggi. That's right. Sure. 

Mr. Rinaldo. And I might state that if any of you go back to 
your respective groups, and they have other ideas or other recom- 
mendations, don t hesitate to get them to us. 

Mr. Biaggi. Well, I have the last proposal, and why I'm putting 
it to you, I think it is important that the record shows that you 
support it. 
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Legiblation which I have cosponsored to designate 10 percent of 
the VA intermediate care hospital beds for veterans suffering from 
Alzheimer's disease, presently, and I said it before as succinctly as 
you can have it. 

Are there any objections? 

[No response,] 

Mr. Biaggi. There being none, I will construe that as being sup- 
portive. 
Mr. Rinaldo. OK. 

Once again, I want to thank you all. You have been— did you 
have something, Mr. Doonan? 

Mr. Doonan. Yes. They set aside 10 percent on Alzheimer's? 
What percentage of veterans in there now have Alzheimer's? 

Mr. Biaggi. We don't have that number yet, but it is increasing. 
I think— who testified this morning. Dr. 

Mr. Doonan. The lady, I think, brought it up in her testimony. 

Mr. Biaggi. Did you testify on the Alzheimer's disease? 

Did you make reference to the 

Dr. Wetle. I didn't, but let me note that in the general commu- 
nity the patients in more than half of nursing home beds suffer 
from cognitive impairment. 

Mr. Biaggi. So, when we set 10 percent aside, it is really a rather 
modest figure, which means that we have to be certain that some- 
thing is set aside. It may be increased later. 

Mr. Rinaldo. Well, I want to thank the 

Dr. Mather. Mr. Chairman, could I ask one question, and that is 
that if you desire to direct additional questions to the VA, for in- 
stance on Alzheimer's disease, we would be very happy to answer 
them. 

There is a wealth of information that we could provide you. 
About 20 to 25 percent of those who are coming to the VA right 
now, have some kind of cognitive impairment, of whom the majori- 
ty may have Alzheimer's disease. 

Mr. Rinaldo, Thank you. 

Once again, Mr. Hein? 

Mr. Hein. Just one small point that Mr. Juliussen touched on 
and Congressman Rinaldo said, I just want to make sure that ev- 
eryone understands that when they do cut medicaid funds, that 
this is an increase basically of the people who are going to come to 
the VA and it has to be recognized by other sources other than vet- 
erans is thit is exactly what they are doing when they cut the 
funds for medicaid and medicare, that is forcing more people into 
the VA system. 

Mr. Rinaldo. Well I am not taking it for granted that it is going 
to be cut. 

First of all, we are— I am a sponsor of the bipartisan commission 
to look into ways of solving the medicare crisis, I think that there 
are a lot of ways to solve it without cutting *he benefits that you 
are currently receiving. For example, along with Social Security, 
we can write a new contract for people just now entering the work- 
force, and phase it in over a long period of time so that it would 
not affect any people right now who are dependent on those pro- 
grams or who are planning on receiving berefits from those pro- 
grams. 
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I think that there are a lot of things that can be done to bring 
down health care inflation, and we have got to look at some of 
those areas. We have got to look into the area of cost. I think that 
there are a lot of different avenues that have to be explored before 
we say that we are going to cut benefits. To come out and say that 
the only way that you can solve a particular problem is to cut 
benefits is dead wrong. It is the easiest way out, it is a cop out and I 
am not going to accept it. 

Thanks again. It is now time for our next panel. 

Nancy Day of the Somerset County Office on Aging. 

Ms. Day, do you want to proceed, please? 

PANEL THREE, CONSISTING OF NANCY DAY, ON BEHALF OF 
RUTH M. READER, EXECUTIVE DIRECTOR, SOMERSET COUNTY 
OFFICE ON AGING, SOMERVILLE, NJ; ATTILIO J. MASTROBAT- 
TISTA, COORDINATOR, VETERANS SERVICES, COUNTY OF SOM- 
ERSET, NJ; FRANK TAYLOR, ASSISTANT MEDICAL DIRECTOR, 
EAST ORANGE VETERANS MEDICAL CENTER ON BEHALF OF 
PETER BAGLIO, DIRECTOR, VETERANS' ADMINISTRATION MED- 
ICAL CENTER, EAST ORANGE, NJ; A. PAUL KIDD, MEDICAL 
CENTER DIRECTOR, VETERANS' ADMINISTRATION MEDICAL 
CENTER, LYONS, NJ; AND JAMES PURDY, DIRECTOR, VA RE- 
GIONAL OFFICE IN NEW JERSEY 

STATEMENT OF NANCY DAY 

Ms. Day. I am speaking on behalf of Ruth Reader who is the ex- 
ecutive director of the Somerset County Office on Aging, and my 
name is Nancy Day. 

Mr. Chairman, and members of the committee, there are 28,000 
individuals over the age of 60 in Somerset County, representing 14 
percent of the population. More than 25 percent of this group are 
over 75 years of age, and 7 percent are over 85. Projections are that 
by the year 2000 these percentages will have increased greatly with 
the largest increase being those individuals who are 85 plus. 

Somerset County Office on Aging is the coordinating agency re- 
sponsible not only for serving the needs of today's older person, but 
also for planning and putting into place services that will meet the 
growing numbers of tomorrow's older adults. 

We believe it is, therefore, essential for all communities, social 
sorvice agencies, churches, governmental agencies, and individuals 
"themselves to come together and prepare for this change. Three 
main issues are of great concern to all individuals whom we serve. 

They are: Health care, including long-term care, housing, and 
transportation. 

Preventive health is one way to prepare for the future, and to 
minimize the demand. The Administration on Aging ha? embarked 
on a health promotion for older adults, the campaign in which this 
Office on Aging will be an active organizer and participant. 

The program will encourage and maintain wellness through 
stress management, proper nutrition, physical fitness, and a wide 
range of issues identified by the community, and addressed through 
personal and community self-help programs. 

While the goals of the program address the need to stay well as 
one ages, the problem of health care for the ill elderly continues to 
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escalate. The current issue uf medicare is a source of great concern 
for all older persons. The DRG system for hospital reimbursement 
can result in patients being discharged from hospitals before they 
are able tu care for themselves, straining the community care net- 
work, and more tragically, frequently causing readmissiun to the 
hospital due to complications arising from the early dismissal. 

While we are supportive of hospital cost containment, the patient 
must be assured that a support system is in place before they are 
discharged, and special consideration given to the frail elderly. 

The Office on Aging has seen great willingness of families to pro- 
vide care. The family, however, must have an ongoing assistance of 
professionals tu meet the need of the frail older person, and to help 
them cope with some very difficult situations. 

When nu family is available, the community care system must be 
prepared tu assist. In-home service workers, home health aides, vis- 
iting nurses, senior shoppers, medical transportation, and escort 
services, are all required in varying degrees for the frail elderly to 
remain in the community. If a full range of service is available, en- 
trance to a nursing home can be limited to those who are in need 
uf eunstant skilled care. It is important to insure that independence 
is fostered, and least restrictive environment sought. 

Adult day care centers and respite care programs are two pro- 
grams which, if available, can be alternatives to institutionaliza- 
tion, and also provide a cost saving to families and Federal expend 
itures. 

It is our recommendation that greater emphasis be given to the 
expansion uf home care programs to meet the growing number of 
older persons. The impact of DRG's will be adversely felt if pro- 
grams are not there to complement the success of hospital cost con- 
tainment. 

The housing issue of older veterans is identical to that of older 
persons. As one ages in the community the housing requirements 
change, and alternatives must be developed. 

In Somerset County the housing complexes for senior citizens 
have waiting lists so long that they rarely accept applications. 

Rental assistance for apartments in the community is desperate- 
1> needed. The need for boarding homes, rooming homes, sheltered 
care homes, and shared homes, is clearly evident. Veterans, upon 
discharge from a VA facility, need an appropriate placj in the com 
munity. Some facilities for more independent vete. ans built on 
grounds of VA grounds, but linked to the community services 
would be ideal. 

Residents cuuld participate in the congregate nutrition program, 
senior centers, educational and recreational activities, which are a 
part of the community system while residing in such facilities. The 
linkages to community are vital to prevent social isolation, and to 
assist with the reentry into noninstitutional living. 

The third major area of concern is transportation. Older individ- 
uals frequently do not have access to services, employment, or rec- 
reational opportunities due to transportation problems. That state- 
ment applies to persons within VA facilities, as well as those in the 
community. The increasing number of older persons will necessi- 
tate additional funding for local transportation. 
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In a county such as Somerset where public transportation is ex- 
tremely limited, the county operated coordinated transportation 
system is essential. 

Federal funding for such services is insufficient, and request for 
service cannot be satisfied. 

Some of the problems of aging, social isolation, and inadequate 
medical care, poor nutrition, for example, can be reduced by pro- 
viding transportation to services already existing in the available 
community. 

Transportation is a critical issue when attempts are made to 
open community da> care programs to residents of VA facilities. 
The VA hospital is not prepared to transport into the community, 
and a local paratransit is not prepared to add to an overburdened 
operation. 

The Veterans' Administration may wish to consider ways in 
which we can work together in the community to integrate pro- 
grams. We believe the provision of transportation is a key issue. 

As one looks for projections for the future it is evident that plans 
must be made for increased services. We at the local level are pre- 
pared to work to insure older persons the quality of life they so 
richly deserve. 

We believe that you, Mr. Chairman, and the members of the 
Select Committee on Aging, working at the Federal level, must 
give us the resources and the regulations needed to implement the 
necessary changes. 

Thank you for your commitment to older Americans, and for the 
opportunity to present our local concerns and issues. 

Mr. Rinaldo, Thank you, Ms. Day. 

[The prepared statement submitted by Ms. Day follows:] 

Prepared Statement of Ruth M. Reader, Executive Director, Somerset County 

Office on Aging 

Congressman Rinaldi, I am pleased to be asked to speak to the issue of Older Vet- 
erans: Growing Numbers, Changing Needs. 

There are 2«,000 individuals over age 60 in Somerset County representing 14 per- 
cent of the population with Men comprising 40 percent of that population. More 
than 25 percent of this group are over 75 years of age, and 7 percent are over age 
n> Projections are that by the year 2000. these percentages will have increased 
greatly with the largest increase being those individuals who are 85+ (projected to 
be an 88 percent increase). 

Somerset County Office on Aging is the coordinating agency responsible for not 
only serving the needs of todays' older person, but also for planning and putting 
into place, services that will meet the growing numbers of tomorrows older adults, 
loday, I have been asked to address the special needs of one particular group, the 
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It is projected that by 1990, just six short years from now, the veteran population 
will double from its present population of 3.3 million 7.3 million and by 2000, it is 
cstimatea there will be 9 million veterans. It is therefore essential for all communi- 
ties, social service agencies, churches, governmental agencies, and the individuals 
themselves to come together and prepare for this change. 

Three main issues are of great concern to all the individuals whom we serve. 
They are. health care, including long-term care, housing and transportation. 

Preventive Health is one way to perpare for the future and to minimize the 
demand The Administration on Aging has embarked on a "Health Promotion for 
Older Adults' campaign in which this Office on Aging will be an active organizer 
and participant The program will encourage the maintenance of "Wellness' 
through stress management, proper nutrition, physical fitness and a wide range of 
issues identified by the community and addressed through personal and community 
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self help programs We look forward to the participation of our local VA hospital in 
this project 

While the goals of the program address the need to stay well as one ages, the 
problem of health care for the ill elderly continues to escalate. The our icnt issue of 
Medicare is a source of great concern for all older persons. I hope that the Select 
Committee on Aging, with your knowledge of and concern for the elderly will scruti- 
nize the proposed changes carefully. 

The DRG system for hospital reimbursement can result in patients being dis- 
charged fron. the hospital before they are able to care for themselves, straining the 
community care network, and more tragically, frequently causing readmission to 
the hospital due to complications arising from the early dismissal. While we are 
supportive of hospital cost containment, the patient must be assured that a support 
system is in place before they are discharged, and special consideration given to the 
frail elderly. 

The Office on Aging has found great willingness of families to provide care. The 
family, however, must have the ongoing assistance of professionals to meet the 
needs of the frail older person, and to help them cope with some very difficult situa- 
tions When no family is available, the community care system must be prepared to 
ast^t In Home Services workers, Home Health Aides, Visiting Nurses, Senior Shop- 
pers, Medical Transportation and Escort Services are all required in varying degrees 
for the frail elderly to remain in the community. If the full range of services is 
available, entrance to a nursing home can be limited to those who are in need of 
constant skilled care It is important to ensure that independence is fostered and 
least restrictive environments sought. Adult Day Care Centers and Respite Care 
programs are two programs that, if available, can be an alternative to institutional- 
izatiqn and also provide a cost saving to families and federal expenditures. 

It is our recommendation that greater emphasis be given to expansion of home 
care programs to meet the growing numbers of older persons. The impact of DRGs 
will be adversely felt if programs are not there to compliment the success of hospi- 
tal cost containment Recently, Donald B. Milch, Executive Director of Passaio's 
Beth Israel Hospital was quoted saying, "There are too few home care programs and 
too few alternatives fo k higher levels of need"' to handle the early discharges. Veter- 
ans by 1900 will comprise about four-fifths of the older population in the 65-74 age 
range. This will put a tremendous strain on the health care system. 

The issue of housing for Older Veterans is identical to that of all older persons. 
As one ages in the community, the housing requirements change, and alternatives 
must be developed In Somerset County the housing complexes for senior citizens 
have waiting lists so lung that they rarely accept applications. The Somerville Hous- 
ing for example, has a list of 500 people waiting for applications while the turnover 
rate ib ibout 3 or 1 apartments a year. Rental assistance for apartments in the com- 
munity ib desparately needed. One apartment complex is raising rents by $75.00 a 
month, well within their legal right, but an insurmountable burden for the elderly. 
The need for boarding and rooming homes, sheltered care homes and shared homes 
is clearly evident. Veterans upon discharge from a VA facility need an appropriate 
place in the community. Some facilities for more independent veterans built on the 
grounds of VA grounds, but linked to the community for services would be ideal. 
Resident* could participate in tht Congregate nutrition program, senior centers, 
educational and recreational activities which are a part of the community system, 
whik residing in such facilities^ The linkages to the community are vital to prevent 
social isolation and to assist with their reentry into non-institutional living. 

The third major urea of concern is transportation. Older individuals frequently do 
not have access to services, employment or recreational opportunities due to trans- 
portation problems That statement applies to persons within VA facilities as well 
as those in the community. The increasing numbers of older persons will necessitate 
additional funding for local transpo ration. In a County, such as Somerset, where 
public transportation 1& extremely limited, the County -operated coordinated transporta 
tiunaysti-m io essential. Federal funding for such a service is insufficient and requests for 
service cannot be satisfied. Some of the problems of aging, social isolation, inadequate 
medical care, poor nutrition fur example can be ameliorated by providing transportation 
toaerv jci»i> already existing and available in the community. Additional Federal support 
fur capital expenditures and operating costs for capital expenditures is essential. If the 
transmittal of funds from the Federal agency to the local can be expedited, it would be 
verv helpful. Tht delay between approvals and receipt of grant monies is lengthy and 
adds one mure difficulty to planning for vehicle replacements and/ or additions to the 
fleet. 

Transportation is a critical issue when attempts are made to open community day 
programs to residents of VA facilities. The VA hospital is not prepared to transport 
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into the community, and the local para-transit is not prepared to add to an overbur- 
dened operation The Veterans Administration may wish to consider ways in which 
they can work with us in the Community to integrate programs, a:id I believe the 
provision of transportation is a key issue. 

We are fortunate in Somerset County to have an office for Veterans Affairs 
within Countv government, Mr. Mastrobattista and the Office on Aging work coop- 
eratively, making referrals, sharing information, and publicizing benefits. He visits 
our Senior Centers regularly to remind Veterans and their families of available 
services. 

As one looks at projections for the future it is evident that plans must be made 
for increased services We at the local level are prepared to work to insure the older 
persons the ouality of life they so richly deserve. 

I believe that you, Mr Chairman, and the members of the Select Committee on 
Aging working at the Federal level must give us the resources, and the regulations 
needed to implement the necessary changes. Thank you for your commitment to 
Older Americans and for this opportunity to present our local concerns and issues. 

Mr. Rinaldo. Our next witness will be Mr. Mastrobattista from 
the Office of Veterans Services in Somerset County. 
You may proceed. 

STATEMENT OF ATTILIO J. MASTROBATTISTA 

Mr. Mastkobattista. Good morning, Mr. Chairman, and mem- 
bers of the committee. On behalf of the Somerset County Board of 
Chosen Freeholders, I extend a hearty welcome to Somerset 
County. 

My name is Attilio J. Mastrobattista. My office is that of Coordi- 
nator of Veterans Services, County of Somerset, New Jersey. I am 
a combat veteran of both World War II and the Korean war, a 
proud member of several veterans organizations, and a member of 
the New Jersey Veterans Facilities Council. 

I submitted, Mr. Chairman, a complete statement as requested 
by your office. In the interest of time I will not read the statement, 
but I will paraphrase from it, and move back to the recommenda- 
tion area, and then come back and touch on one or two sensitive 
areas. 

The recommendations I tried to keep, Mr. Chairman, are in rela- 
tion to the principal aspects of this Committee on Aging, And they 
deal primarily, not with additional benefits, not with exclusive ben- 
efits, but with those benefits which are very needed, and very im- 
portant. 

My office is that on a county level, the lowest subdivision of the 
governmental situation, and that office closest to the people. 

Mr. Chairman, my recommendation would be to revise the ap- 
proved pension plan as it pertains to a surviving spouse. 

Presently a surviving spouse will receive approximately 51 per- 
cent of the amount being received by both— by both prior to the 
demise of the veteran. The dollar amounts are even more signifi- 
cant. From $602 for both, to $307 monthly for the spouse. This is 
further reduced dollar per dollar by countable income, which in- 
cludes Social Security. 

The veteran, upon the demise of the spouse, receives $459 a 
month. The schedule for a surviving spouse should provide the 
same, as the schedule for a surviving veteran in all categories of 
the schedule. 

A third recommendation, Mr. Chairman, would necessitate legis- 
lation to permit discretionary adjudication for presumption of serv- 
ice connection for chronic conditions— and this is very critical— 
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where the type of service rendered indicates so beyond a reasona- 
ble doubt, which would be much in the manner recently effected 
and long overdue for former prisoners of war. 

Now, if I might digress for just a moment. We heard the com- 
ment here in testimony about age 65 and the means test for a vet- 
eran going for outpatient treatment. I believe I heard testimony, 
probably correct, that the outpatient treatment only relates to a 
primarily service-connected condition and secondarily, on a priority 
basis, on a ranking for which a nonservice-connected veteran has 
the very lowest priority. 

So there are some veterans, if I might illustrate, someone that 
spent 2 years in the artillery firing large 155 howitzers, sooner or 
later he is going to develop ear problems. If he did not apply 
sooner, he is probably going to be denied if he applied later. We 
can almost assume that the condition was due to his type of serv- 
ice. That is the type of thing that I meant. 

A fourth recommendation, Mr. Chairman, would be to restore 
the eligibility for the death burial allowance which was so severely 
restricted effective October 1, 1981 so as to preclude a significant 
number of veterans previously eligible. Many such veterans en- 
dured the rigors of combat and at the time of death— and this is 
very important— are neither receiving compensation nor pension. I 
believe that at least two national veterans organizations petitioned 
for this restoration. 

This last part and I would like to read verbatim. While it is not 
particularly associated with the aged, it hd* long-range effects for 
the aged. 

Mr. Chairman, the entitlement period for the GI Bill Educational 
and Training Act, for Vietnam era veterans should be extended, for 
a reasonable time. This benefit to the individual is obvious and 
well deserved. A general benefit to our country has also been real- 
ized through this bill. An editorial in the Courier News on June 22, 
1981, addresses this subject so eloquently that I submit it as a part 
of my testimony. 

Now, I would like to go back, perhaps, to the most critical ques- 
tion as to why we are here. 

New Jersey is one of 32 States which operate 47 veterans homes, 
one of 9 States which operate more than one such home and soon 
to join 2 other States which operate more than 2 such homes. The 
waiting list at this time at our two veterans homes extend from 6 
to 15 months and going up. Ground breaking for the third facility 
you have heard about. It will not in any way take care of the 
present backlog. 

Mr. Chairman, I think that the testimony that has been devel- 
oped and that information which is already part of the testimony 
before you even met here today, indicates quite strongly that the 
situation is now critical, now, not 2 years from now or 5 years from 
now. 

The situation is critical now. I have heard about three or four 
different studies continuing, something innovative must be done. 
And 1 concur that aging is a problem that we all have, whether we 
are veterans, widows of veterans, or nonveterans and it should be 
attacked on a general basis. However, we are talking about veter- 
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ans, who I think, share a situation in this country which is unique 
through their service and sacrifices. 

I say again, Mr. Chairman, the testimony developed indicates 
strongly that a critical situation now exists. It needs some innova- 
tive thought. We have heard expressed that school facilities have 
grown in excess of our needs. In that regard, I would like to say 
that the existing legislation and the approaching 65 year average 
age of the World War II veteran combine to create an already less 
than desirable situation. 

I would suggest that an implementation plan that any implemen- 
tation plan must contain long range, secondary utilization of future 
facilities once the impact of the substantial number of World War 
II veterans passes. The pitfalls prevalent with primary and second- 
ary educational facilities, must be avoided. In this regard, while I 
believe strongly that this problem is primarily, if not solely, a Fed- 
eral problem, an ultimate solution should at least consider involve- 
ment by States in a manner previously alluded to In my testimony, 
47 State homes throughout the country and growing. 

However, the financial obligation rests with the Federal Govern- 
ment. 

My thanks to you, Mr. Chairman, and to the committee for your 
interest in our Nation's veterans, and for your selection of Somer- 
set County as the site for the public hearing and also to American 
Legion Post No. 63, for providing the facilities. 

Thank you, sir. 

[The prepared statement of Mr. Mastrobattista follows:] 

Prepared Statement of Attii.io J. Mastrobattista, Coordinator, Veterans 
Services, County of Somerset, NJ 

Good morning to you Mr Chairman and to the members of the Select Committee 
on Aging. On behalf of the Somersv. County Board of Chosen Freeholders, I extend 
a hearty welcome to our county. 

My name is Attilio J Mastrobattista. My office is that of coordinator, veterans 
services, County of Somerset, New Jersey. I am a combat veteran of both World 
War II and the Korean war, a proud member of several veterans organizations, and 
a member of the New Jersey Veterans Facilities Council. 

The Somerset County Office of veterans services was created by the Board of 
Chosen Freeholders in September, 1083. This action was culminated after much re- 
search by present Freeholder director John K. Kitchen, himself a combat veteran of 
the Vietnam war^ Strong support for the office was also forthcoming from thenFree- 
holdvr director Vernon A. Noble, a longtime advocate of senior citizen and human 
services activities. 

Thto county office is on the governmental subdivision level "closest to the people." 
Ah such, it provides that often critical link between the veteran and the Veterans 
Administration. This "closest to the people" aspect has been very well received and 
affords opportunity to provide ancillary services to veterans, their dependents and 
lurvivurs through continuing liaison with county, municipal, volunteer aad private 
agencies One such liaison has been that with our county office on aging and the 
senior citizen centers throughout our county. Aside from the service cases generated 
by my visits to the individual sites, the observance of activities thereat prompts me 
to say to this select committee, "The Federal Funding making these sites possible is 
being very well spent." 

We have, essentially* fcur major Federal facilities serving the veterans population 
of New Jersey, the regional office in Newark, the insurance center in Philadelphia, 
and the medical centers at East Orange and Lyons. Generally speaking, it has been 
my experience that these facilities are serving the veterans population reasonably 
well, within the parameters of Federal taw. 

In Jersey, the present attitude toward the veteran population, iheir needs 
and problems*, is excellent. Governor Thomas H. Kean has repeatedly demonstrated 
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understanding, cumimwHiun and leadership The Mine must be said for our senate 
and assembly members. There exists a very fine bi-partisan attitude. 

In our State, veterans affairs are administered by the Department of Human 
Services through the division of veterans program* and special services. Activities 
Instituted within the recent past certainly reflect positively for the administration 
of commissioner George J. Albanese and Director Warren L Davis. 

New Jersey is one of thirty -two States which operate 47 State veterans homes, 
une uf nine States which operate more than one such home, and soon to join two 
other States which operate more than two such homes. 

The waiting list time at our two veterans homes extends from six to fifteen 
months, and going up Ground breaking for the third facility was held this spring. 
While this addition will help, the number of prospective applicants is expected to 
increase dramatically. 

The various national veterans organizations have historically pruvided, and con- 
tinue to provide, inestimable service to the veterans population. One of the most 
laudible of these services is that provided by the department service personnel at 
Veterans Administratis regional offices. In the VF.W. Magazine, April, 1984 issue, 
then commander in thief Clifford G. Olson, Jr. commented, "Of course, service rem 
dered to the veteran by the veteran is given with no compulsion to join the V.F.W. 
It is sufficient for the V.F.W. to know that a veteran is in need." 

Mr Chairman, surely all in this room will agree that our Nations veterans, by 
their military service, have made a unique and proud contribution to the general 
welfare of our cuuntry and its citizens. These contributions, now civic in nature, 
continue lung after committing the uniforms to moth balls. In the American Legion 
Magazine, August, 1981 issue, national commander Keith Kreul commended. "Our 
picture is une of service, service to our communities, our States, our country, service 
to all veterans, .service to youth, service to God and service to all Americans." 

Mr Chairman, I I awe attempted to address those points contained in your letter 
of invitation to testify at this public hearing. If I may sire, I thank you for the op- 
portunity. 

In capsule nummary, the governmental machinery to service the veteran et al is 
in place, from the Federal level b> the Veterans Administration, through the State, 
duwn to the county and the critically important national veterans organizations. 

This then brings us to your poirt for recommendations as to what legislative, ad- 
ministrative and policy ;hunges should be made to help meet the needs of the grow 
ing veteran population in the future. 

Mr Chairman. I am sure that, from what information is already available to the 
cummittee and frum the testimony forthcoming at this hearing, the principal con- 
cern is a lack of sufficient domiciliary and nursing care facilities. Existing legis!a 
tion and the approaching 6,"> year average age of the World War II veteran coml me 
tu create an already less than desirable situation. Surely, the need for additional 
facilities ia already documented. I would suggest that any implementation plan 
must vuntain longrange secondary utilization of futuie facilities once the impact of 
the substantial number uf World War II veterans passes. The pitfalls prevelant with 
primary and secondary educatiunal facilities must be avoided. In this regard, while I 
believe strongly that this problem is primarily, if not solely, a Federal problem, an 
ultimate sulutiun shuuld, at least, consider involvement by States in the manner 
prevwusly alluded tu in my testimony. However, the financial obligation rests wlvh 
the Federal Government, 

A second recommendation, Mr. Chuirman, would revise the improved pension 
plan as it pertains tu a surviving spouse. Presently, a surviving spouse would re- 
ceive approximately 51CZ, of the amount being received by both prior to the demise 
uf the veteran. The dollar amounts are even more significant, from $602 monthly tu 
$307 monthly This is further reduced, dollar for dollar, by "countable income" 
which includes sucial security. The veteran, upon the demise of the spouse, receives 
$1.7.) monthly. The schedule for a surviving spouse should provide the same as the 
schedule for a surviving veteran, in all categories of the schedule. 

A third recommendation, Mr. Chairman, would necessitate legislation to permit 
discretionary adjudication for presumption of service-connection for ch runic condi- 
tions where the type uf service rendered indicates so beyond a reasonable doubt. 
This wuuld be inu<.h in the manner recently effected, and long overdue, for former 
prisoners-of«war. 

A fourth recommendation, Mr. Chairman, would he to restore the eligibility for 
the death burial allowance which was so severely restricted, effective October 1, 
IDbl, so aa tu preclude a significant number of veterans previously eligible. Many of 
such veterans endured the rigors of combat, and at the time of death were neither 
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receiving tumpt'iiKUlitJii nor penaiutt. I believe that at least two national veterans 
organizations have petitioned for this restoration. 

Labtl>, M. Chairman, the entitl. ^ent period for the GI bill Educational Training 
Act for Vietnam era veterans shot*. . w extended for a reasonable time. This benefit 
tu the individual id obvious and well deserved. However, a general benefit to our 
countrj has uLu been realized through this bill. An editorial in the Courier News, 
June 122. 19H-1, addresses this subject so eloquentlv that I submit it as part of my 
testimony. 

M> thanks to >uu, Mr, Chairman, and to the committee for your interest in our 
Nation's veterans, fur vuur selection of Somerset County as the site for tins public 
hearing, and to American Legion Post No. Go* for providing the facilities. 



Ktith Kreul, national commander of the American Legion, was not exaggerating 
when he reieittl) described the GI Bill of Rights as "the single most comprehensive 
piece of legislation ever pa^ed bv Congress, one of the most enlightened laws ever 
adopted bv any government, u monumental act whose effects are still reverberating 
throughout the land." 

When President Franklin D. Roosevelt signed the GI Bill 40 years ago today 
during World War II, a year after the American Legion urged such legislation, "nei 
thcr he nor the Tath Congress that passed it thought of it as an investment/* Kreul 
said. "Thur emphasis was on giving emphatic notice to the men and women of our 
armed forces that the American people did not intend to let them down." 

But it turned out to be an investment, one that continues to pay dividends. In the 
short term, the GI Bill lived up to its real name— The Servicemen's Readjustment 
Act of 1011 As Kreul noted in his anniversary message, the GI Bill prevented "a 
complete disruption of America's economy," because it permitted millions of veter 
ans to obtain education, training and loans that enabled them to readjust to a 
peacetime economy. Furthermore, Kreul said, "Our better*educated, higher-earning 
veterans return taxes to U.S. coffers that are estimated to be three times what the 
veteran received as benefits from the GI Bill of Rights." 

The main benefits of the 1944 bill were education and training at government ex 
perise, job counseling and placement and government-guaranteed loans for homes, 
farms and businesses. 

The statistics are remarkable: 

More than 7,8 million World War II veterans and 2.3 million more from the 
Korean War studied under the first two GI Bills. 

The present GI Bill has provided education aid since 1950 to about 7 million veter 
ans, many of whom served in Vietnam. 

Approximately 9.8 million loans worth about $141 billion were made under the 
first GI Bill. 

Although the present GI Bill is not as magnanimous as its predecessors -service 
men and women must contribute some of their pay — the concept of rewarding 
American military personnel and investing in their futures is as sound today as it 
was 10 years ago, 

Mr. Rinaldo. Thank you, very ^uch. 
We appreciate the facilities and your presence here today. 
Our next witness will be Mr. Peter Baglio, the medical center di- 
rector of the Veterans Medical Center in East Orange. 
Mr. Baglio. 



Mr. Baglio. Thank you, Mr. Chairman. 

Mr. Chairman, I want to take this opportunity to express my 
deep appreciation to you and the committee for granting this op- 
portunity to speak about health care services of the veterans and 
particularly about the needs of the elderly. 

I have prepared a written statement which I will submit to the 
committee, obviously, but because of vision difficulties, I am going 
to ask my associate to read this statement to the committee. 



(From the Courier-News, June 22. 19841 



America's Legacy to Its Veterans 



STATEMENT OF PETER BAGLIO 
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Mr, Rinaluo, Well the statement will be, without objection, in- 
cluded in the record in full. 

Mr. Baglio. Yes, and so with your permission, Mr, Chairman, I 
would like to ask my associate to read this? 

Mr. Rinaldo, Sure. 

Mr. Taylor. 

Mr. Taylor. Good afternoon, my name is Frank Taylor, 

This is the statement of Peter Baglio, Director, Veterans* Admin- 
istration Medical Center, East Orange, NJ, before the House Select 
Committee on Aging, August 27, 1984. 

Mr. Chairman, and members of the committee, I would like to 
thank you for this opportunity to address the current status of the 
Veterans medical care system in New Jersey and the need for 
health care services for our New Jersey veterans. 

My colleagues, Mr. Kidd, Director of the Lyons VA Medical 
Center, and myself, try to provide a coordinated system of care for 
the veterans in our service areas. While each of us speak to the 
specific activities and concerns at our facilities, I want to point out 
that we engage in joint planning and coordination of services in 
psychiatry, surgery, medicine, nursing home care, to ensure that 
the maximum capabilities of each institution are provided for our 
veterans in a cost effective manner. 

As an example, the future planning for nursing home care units, 
and domiciliary beds has resulted in the bulk of the projected nurs- 
ing home and domiciliary beds being allocated to Lyons VA Medi- 
cal Center consistent with their role in long term care. 

Before I describe the activities of our institution, I would like to 
tell the committee something about the veterans in our service 
area. The Lyons and East Orange service area is composed of the 
counties of Bergen, Essex, Hudson, Hunterdon, Mercer, Middlesex, 
Monmouth, Morris, Ocean, Passaic, Somerset, Sussex, Union, and 
Warren. 

While we serve all veterans no matter where they come from, for 
planning purposes, VA Central Office has assigned Lyons and East 
Orange Medical Center a primary service area. This consists of 
717,000 of the 914,000 veterans in the State of New Jersey or 78.4 
percent. 

The balance of the veterans population is served by the Philadel 
phia VA Medical Center and comes primarily from Camden, Bur- 
lington, and Gloucester Counties. The majority of our patients 
come from Essex, Hudson, Middlesex Counties with a significant 
number from Monmouth, Passaic, Somerset, and Union Counties. 
A relatively large number of veterans come from as far south as 
Ocean County. 

The Veterans Administration Medical Center in East Orange is a 
tertiary teaching hospital which has 942 authorized beds of which 
876 are operating. Sixty-six operating beds are out of service due to 
a major construction project which includes total air-conditioning, 
patient privacy, additional elevators, sprinklers, and replacement 
of fire alarm systems. 

The operating beds are divided as follows: 

Medicine, 322. 

Intermediate medicine, 82. 

Neurology, 82, 
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Rehabilitative medicines 20. 
Spinal cord injury, 35. 
Surgery, 222. 
Psychiatry, 113. 

In addition, we have a nursing home care unit of 60 beds. As the 
largest general medicine and surgery facility in the State of New 
Jersey, we offer all modalities of care including, cardiac surgery, 
with the exception of organ transplants. 

Oui training programs for our physicians and dentists are affili- 
ated with the university of medicine and dentistry of New Jersey. 
The majority of our staff hold faculty appointments at this institu- 
tion. In addition, we have outpatient clinics, in-house which had 
115,888 visits in fiscal year 1983, and a satellite clinic in Newark, 
NJ, which listed 59,441 outpatient visits in the same period of time. 

Before proceeding, let me furnish some statistics pertinent to our 
present and future plans. 

The most significant characteristic of our service area is a chang- 
ing composition of our veteran population. In 1984, our veteran 
population of 717,638 consisted of 13.3 percent in the 65 to 74 age 
group and 3.5 percent in the 75 and over age group. This will 
change dramatically by 1990 when 21 percent of the veterans will 
be over (55 and 6.2 percent over 75. By 1995, the over 75 population 
will increase to approximately 12 percent. 

These projections clearly demonstrated the need for special at- 
tention to these \eterans. The estimated percentage of beds occu- 
pied by patients over the age of 65 in this medical center is expect- 
ed to increase as follows: 

1983—35 percent. 

1990—57 percent. 

1995—66 percent. 

The number of outpatient visits by our veterans over age 65 is 
anticipated to grow by 10 percent in 1990. 

Various disability needs of patients over the age of 65 in 1990 
are: 

Limitations of activities of daily living. 
Needs for home health services. 
Hospital based home care. 
Isolated elderly patients. 
Adult care and respite care. 

The nursing home need of veterans in the area served by the VA 
medical center in East Orange, and Lyons is estimated to be 7,000 
beds. We provide only for a 16 percent market share of this need, 
or 1,130 beds through State VA or contract community nursing 
home beds. 

We have recognized these needb and instituted measures to care 
for this group. 

These are some of the things that we have done at our medical 
center: 

One, appointment of a geriatrics committee to study the problem 
uf our a^ing patient population and to formulate recommendations 
for meeting their special needs. 

Two, we have a clinical nurse specialist in gerontology who is 
master's prepared in this phase of medical care. She is responsible 
for the instruction of nursing personnel in the care of the aged, 
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with particular emphasis* on the intermediate car* wards, and the 
nursing home care unit. 

She is a member of the various committees dealing with the 
aged, and works closely with physician* and dietetic personnel in 
the hospital. 

Three, a member of our dietetic service is a member of the Na- 
tional VA Committee on Nutrition on the Aged, and she has 
brought back many new ideas which have been put into effect re- 
sulting in better nutrition for our elderly patients. 

Four, there has been a growing interest in the management of 
malignant tumors in our veteran population. As a result we have 
increased the number of medical oncologists and have recruited 
two surgical oncologists. All have had additional training in this 
specialty. 

Five, a Committee on Patient Education has been appointed and 
its chairperson is a nurse with a doctorate in education. This group 
has prepared brochures and held sessions for patients, staft; and 
the community. 

Six, we have initiated a vascular surgery section and have invest- 
ed in equipment which provides non-invasive techniques in the di- 
agnosis of lesions in both arteries and veins. A member of our sur- 
gical staff is chairperson of a cooperative study which is investigat- 
ing the management of patients with arteriosclerotic lesions of the 
internal carotid arteries. 

Seven, several members of our staff are involved in research ef- 
forts which will impact on our aging population. Studies in endocri- 
nology, management of malignancies, hypertension, and others are 
in progress. 

Eight, a chronic dialysis program which serves approximately 50 
patients at this time, has been functioning for several years. 

Nine, we have had a hospital based home care program which 
provides extended care service, to a minimum of 50 patients on a 
continuing basis. The staff made 7,503 visits during fiscal year 
1983 Many of these patients are over age 65 and would be institu- 
tionalized if lacking this service. 

Ten, as indicated earlier, there are 60 nursing home care beds at 
our facility at this time. In addition, patients are referred to the 
State veterans home. The average daily census at these institutions 
was 356 for fiscal year 1983. 

In addition, we place patients in community contract nursing 
homes and maintained an average daily census of 117 in fiscal year 
1983. 

Eleven, members of our staff are involved with community 
groups Social work service participates regularly in the following 
areas that have specific impact on aging: 

Meals on Wheels. 

New Jersey State Coalition for the Homeless. 
The New Jersey Chapter for the National Association of Social 
Workers. 
Committee on Aging. 
Salvation Army's Social Welfare Council. 

We frequently use the services of the Essex County Agency on 
Aging We are confident that our plans for the future, which are 
developed through the MEDIPP process will adequately provide 
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health cart 1 services for uldurl> veteran* in this area. Those plans, 
include, an increase in outpatient visits, a consolidation of our 
Newark outpatient and in house patient programs, in a new build- 
ing on the present campus which will provide larger and more 
modern facilities and will improve the care given our patients. 

Although it was initially planned to add 120 bed nursing home 
care units for this campus, space was not available and these beds 
were added to the 120 beds at the VA medical center, Lyons, NJ. 

To give that facility an additional 240 nursing home care beds. 
However, we will add approximately 30 beds to our present unit, 
when the present major construction project is completed, for a 
total of 90 nursing home care beds. 

The need for better facilities, in the management of oncology pa- 
tients had led to the recommendation that this center be the site of 
a new 10 million volt linear accelerator unit and a replacement of 
our present cobalt GO unit with a C million volt linear accelerator. 
We have applied for a geriatric evaluation unit designed to in> 
prove the diagnosis, treatment and management of the chronically 
ill. oldvr patient. It will also facilitate the proper placement of 
these patients when medical needs no longer mandate hospitaliza- 
tion. This has been approved at the district level and will be of- 
fered as part of the MEDIPP submission. 

Also included in the MEDIPP submission will be an increase in 
the capacity of our hospital base home care program and an in- 
crease in our 30 beds for out intermediate care units. 

We have initiated discussions with our sister facility, at Lyons to 
increase our interaction with communities within our jurisdiction 
so that we can accomplish more using existing and planned addi« 
tional resources. 

Increased use of community contract nursing homes may become 
necessary This will entail a more intense search for such homes 
and increase activities on the part of our social work service. 

Our staff will be encouraged to increase research and direct it to- 
wards the care of the aging veterans particularly, in the fields of 
immunology, cardiovascular disease, neurology, and psychiatric as- 
pects of the aging. 

This completes my statement and I wish to thank you for the op- 
portunit} to appear before you here today, thank yo'j, very much. 

[The prepared statement of Mr, Baglio follows:] 

Pith! AH Mj StATKMhNT OF PKTKR BAt.UO. DlRKCTOR, VkTERANS ADMINISTRATION 

Medical Center, East Orange, NJ 

Mr Chairman and members of the committee. I would like to thank you for this 
^|i(Mirtuint> tu address, the current status of the veterans medical care system in 
New J* rr%e> and the need fur health care services, for our New Jersev veterans. My 
lulleauuii Mr Kidd. Director of the Lvons VA Medical Center, ana myself try to 
pruwut a coordinated system of tare, for the veterans in our servuv areas. While 
each of us speak, to the specific activities and concerns at our facilities, I want to 
point uut that tve engage in joint planning and coordination of services in psychia- 
trv. -vui^rv. medicine and nursing hume care* to ensure, that the maximum capa 
bilthe* of filch institution, are provided for our veterans in a cost effective manner. 
A* an example, the future uluinng Li nursing home care units and domiciliary 
bed* ha* resulted in the bulk, oi the projected nursing home and domiciliary beds, 
being allocated to Lyons VAMC consistent with their rok in long term care. 

Be fori' I describe the activities! in our institution, I would like to tell the commit- 
tee ^ rat thing about the veterans in our service area. The Lyons and East Orange 
service area, ts vomposed of the counties of. Bergen, Essex, Hudson, Hunterdon, 
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Mercer. Middlesex, Monmouth, Morris, Ocean, Passaic, Somerset, Sussex, Union and 
Warren While we serve all veterans no matter where they come ftom, for planning 
purposes, VA central office has assigned Lyons and East Orange VAMC a primary 
service area Th;3 consists of 717,000 of the 914,000 veterans in the State of New 
Jersey, or 78 \% Th** balance of the veteran population, is served by the Philadel- 
phia VAMC and come primarily from Can.den, Burlington and Gloucester Counties. 
The majority of our patients wume from Essex, Hudson and Middlesex Counties with 
significant numbers from Monmouth, Pass^.c, Somerset and Union Counties. A rela- 
tively large number of veterans (100-200) come from as far south as Ocean County, 
The Veterans Administration medical center in East Orange is a tertiary, teach- 
ing hospital, which has, 9 12 authorized beds of which 876 are operating. 6G operat- 
ing beds are out of service due to a major construction project which includes total 
hospital air conditioning, patient privacy, additional elevators, sprinklers and re- 
placement of fire alarm systems. The operating beds are divided as follows, medi- 
cine. 322. intermediate, 82, neurologx, 82, rehab, medicine, 20, spinal cord injury, 35, 
surgery. 222, and psychiatry, 113. In addition, we have a nursing home care unit of 
60 beds. 

As the largest general medicine and surgery facility in the State of New Jersey, 
we uffer all modalities of patient care, including cardiac surgery, with the exception 
of organ transplantation Our training programs for physicians and dcntisU are af 
filiated with the University of Medicine and Dentistry of New Jersey, The majority 
of our staff hold faculty appointments at this institution. 

In addition, we have outpatient clinics in-house which had 115,888 visits in fiscal 
year 1983 and a satellite clinic in Newark which listed 59,441 visits in the same 
period of time. 

Before proceeding, let nie furnish some statistics pertinent to our present and 
future plans 

The most signifiutnt characteristic of eu*~ service area is the changing composition 
of our voteran population In 1981, our veteran population of 717,638 consisted of 
13 3^ 65 74 and 3.3% 75 and over. This will change dramatically by 1990 when 
21 % of the veterans will be over 65 and 6.2% over 75. These projections clearly dem- 
onstrated the need for special attention to these veterans. 

The estimated percentage of beds occupied by patienU over age 65 in this center 
is expected to increase as follows. 1983, 35 percent, 1990, 57 percent, and 1995, 66 
percent, 

The number of outpatient visits by veterans over age 65 is anticipated to grow by 
10% in 1990. 

Various disability needs of patients over age 65 in 1990 are. a. limitation of actui- 
ties of dailv living, b needs for home health services, c, hospital based home care, d, 
isolated elderly patients; and e. adult day care and respite care. 

The nursing home need of veterans in the area served by the VA centers in East 
Orange and Lyons is estimated to be 7,000 beds. We provide only for a 16% market 
share of this need, or 1.130 beds through State, VA or contract, community nursing 
home beds. 

We have recognized these needs and instituted measures to care for this group. 

1 Appointment of a geriatric committee to study the prublem of our aging patient 
population and to formulate recommendations for meeting their &pecial needs, 

2 We have a clinical nurse specialist in gernotology who is master's prepared in 
this phase of medical care. She is responsible Tor the instruction of nursing person- 
nel in the care of the aged with purtlcular emphasis on the intermediate care wards 
and the nursing home care unit. She is a member of various committees dealing 
with the aged and works closely with physicians and dietetic pei&onnel m the hospi- 
tal. 

3 A member of our dietetic service is a member of M»- national VA Committee on 
Nutrition of the Aged She has brought back many new ideas which have been put 
into effect, resulting in better nutrition for our elderly patients. 

1 Thero has been a growing interest in the management of malignant tumors in 
our veterpn population. As a result, we have increased the number of medical onco- 
logists and have recruited two surgical oncologists. All have had additional training 
in their specialties, 

5 A committee on Patient Education has been appointed and ite chairperson is a 
nurse with a doctorate in education This group has prepared brochures and held 
t^ssions for patients, staff and the community, 

o We have initiated a vascular surgery section and have invested in equipment 
which provides non invasive techniques in the diagnosis of lesions of both armories 
and veins A member of our surgical staff is chairperson of a cooperative study 
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ich is investigating the management of patients with arteriosclerotic lesions of 
the internal carotid arteries. 

7. Several members of our staff are involved in research efforts which will impact 
on our aging population. Studies in endocrinology, management of malignancies h> 
pertension and others are in progress. 

8. A chronic dialysis program, which serves approximately fifty patients at any 
time, has been functioning for several years. 

9. We have had a hospital based home care program iHBHO which provides ex 
tended cure service to a minimum of fifty patients on a continuing basis. The staff 
made 7,503 visits durings fiscal year 1983. Many of these patients are over age 65 
and would be institutionalized if lacking this service. 

10. As indicated earlier, there are 60 nursing home care beds at our facility at 
this time. In addition, patients are referred to the State veterans homes. The aver 
age daily census at these institutions was 356 for fiscal year 1983. In addition, we 
place patients in community /contract nursing homes and maintained an average 
daily census of 117 in fii cal year 1983. 

11. Members of our staff are involved with community groups. Socie.l work service 
participates regularly in the following areas that have specific impact on aging. 
"Meals on Wheels,** the New Jersey State Coalition for the Homeless, the New 
Jersev Chapter of the National Association of Social Workers, Committee on Aging, 
and the Salvation Army's Social Welfare Council. We frequently use the services of 
the Essex County's Agency on Aging. 

We are confident that our plana for the future which are developed through the 
MEDIPP process will adequately provide health care services foi elderly veterans in 
this area. 

Those plans include an increase in outpatient visits, the consolidation of our 
Newark clinic and our in-house patient programs in a new building on the present 
campus which will provide larger, more modern facilities and will improve the care 
given our patients. Although it was initially planned to add a 120 bed nursing home 
care unit to this campus, space was not available and these were added to the 120 
beds at VA Medical Center, Lyons, N.J. To give that facility an additional 240 nurs- 
ing care beds. However, we will add approximately 30 beds to our present unit when 
the present major construction project is completed for a total of 90 beds. 

The need for better facilities in the management of oncology patients had led to 
the recommendation that this center be the site of a new 10 million volt linear ac- 
celerator unit and a replacement of our present cobalt 60 unit with a 6 million volt 
linear accelerator. We nave appi^d for a geriatric evaluation unit designed to im 
prove the diagnosis, treatment and management of the chronically ill older patient. 
It will also facilitate the proper placement of these patients when medical needs no 
longer mandate hospitalization. This has been approved at the district level and will 
be offered as part of the MEDIPP submission. 

Also included in the MEDIPP submission will be an increase in the apacity of 
our IIBIIC program and an increase of 30 beds for our intermediate care unit. 

We have initiated discussion with our sister facility at Lyons to increase our mter 
action with communities within our jurisdiction so that we can accomplish more, 
using existing and planned additional resources. 

Increa >ed use of community, contract nursing homes may become necessary. This 
will ent» ll a more intense search for such homes <tnd increased activity on the part 
of our social work services. 

Our staff will be encouraged to increase research directed toward the care of 
aging veterans particularly in the fields of immunology, cardiovascular disease, neu 
rology and psychiatric aspects of the aging. 

This completes my statement. I wish to thank you for the opportunity to appear 
before you. 

Mr. Rinaldo. Thank you, Mr. Taylor, very much. 
Our final witness will be Mr. Kidd, the medical center director for 
the veterans medical center in Lyons. 



Mr. Kidd. Thank you, Mr. Chairman, and members of the com- 
mittee. I welcome this opportunity to describe out programs for 
older veterans in New Jersey, and our specific future needs. As in- 
dicated by my colleague, Mr. Baglio, on my right, director of the 
VA medical center in East Orange, we both recognize the r.eeds of 
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older veterans, and are working together to plan to meet these 
needs in the future. 

Mr. Baglio described in his statement our joint service area for 
veterans in the State, so I won't reexplain that now. 

A recent survey of the veteran population in New Jersey as 
pointed out by many others, and documented by the VA office of 
reports and statistics, indicates that— and you've heard over 
900,000 veterans in New Jersey. The aged veteran proportion of 
this total is approximately 15 percent right now, and New Jersey is 
ninth among the 10 States with such high ratios. Of added signifi- 
cance, two bordering States from whom we hospitalize and refer 
patients are also among the top 10. New York, which is 4th, and 
Pennsylvania which is 10th. The impact will continue to be real- 
ized for another special group of veterans, over 75, who will com- 
prise nationwide approximately 4 million by the year 2000. 

Overall, the veteran population will decrease 20 percent by the 
year 2000, but the absolute number of veterans in this age range 
will remain relatively constant, about 3.6 million through the year 
2020. These facts will have a profound impact upon the existing 
Veterans 1 Administration health care system, and you've heard 
many of these recited today. 

It is well known that the elderly experience greatly increased 
disability and dependents utilize acute and long-term health care 
resources at very high rates, higher than any other age group, and 
have fewer actual personal resources such as relatives willing and 
able to provide care, and generally limited financial support. 

At present 11 percent of the total population over 65 uses more 
than 30 percent of the health care dollars in this country. They ac- 
count for 38 percent of the hospital days, and 87 percent of the 
nursing home days. 

Today, particularly in New Jersey, we are confronted with the 
impact of the DRG, or diagnostic related group prospecthe reim- 
bursement system, which has been adopted nationwide by medi- 
care. 

New Jersey has one of the— is one of the first States to utilize 
such a program. In fact, the newly initiated DRG system for the 
Veterans' Administration is based partially on the New Jersey ex- 
perience. 

This system has financial incentives to reduce lengths of stay, 
and to use acute bed services for more appropriate patients. 

Elderly patients with multiple complex diagnoses are often con- 
sidered nonprofitable in community hospitals due to their long 
lengths of stay. There is already a trend to refer those patients to 
our medical center when formally they would have received pri- 
vate care or medicare. 

This will be a stronger trend in the future. Nationwide the Vet- 
erans' Administration has tended to keep elderly patients— that is, 
elderly veterans— hospitalized for longer periods than private hos- 
pitals due to the variety of illnesses we treat at one time when 
they come to our door. 

One of our most urgent tasks is to emphasize the use of other 
resources for these patients. Alternatives to hospitalization, early 
discharges, and use of community-based programs will help us to 
continue to provide this care. . 
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Traditionally, the community medicine approach in the private 
sector emphasize treatment for admission complaints, and usually 
little importance is given to providing long-term therapy achieving 
maximal functioning, and ensuring appropriate placement. 

Without attention to those factors, more rehospitalization and 
use of long-term institutional care will result. 

It has been our experience in the VA that elderly patients need a 
special, more broadly based and interdisciplinary approach. 

In collaborating with the six other medical centers which make 
up the VA medical district No. 4, we have created special planning 
task forces to make specific plans for treating all veterans. And 
when I talk about medical district No. 4, I'm referring to the 
Wilkes-Barre, Wilmington, DE., Philadelphia, Coatesville, Lebanon, 
as well as Lyons and East Orange facilities. 

Various clinical administrative representative, > in this group of 
facilities are assigned to extended care and aging :ommittees of our 
district specifically to plan care for the elderly veteran. This medi- 
cally—or medical district initiated program planning approach has 
contributed markedly to the knowledge and the need to share re- 
sources for the elderly. 

In our medical district we maximize present resources by using 
what we call the natural planning unit. That is, neighboring VA 
medical centers within the same catchment area as Lyons and East 
Orange is, cooperate to supplement and share with existing pro- 
grams and propose new ones. 

Some areas being explored are the cont'act nursing home, res- 
pite care areas, and hospital-based home care programs which 
you've just heard about. 

One of the services offered to all discharged patients is referral 
to other Federal, State, and local level programs. If elderly, patients 
meet all the Federal requirements they generally receive benefits 
such as the whole spectrum of Social Security — that is, medicare, 
disability, retirement, and SSI. 

The major State resource is medicaid. Elderly veterans have to 
wait many times as long as 6 months to a year's period in New 
Jersey to obtain medicaid certification. 

According to our social workers, many of our elderly veterans 
are rejected by local community services if they are eligible for VA 
outpatient services. This will lead to more dependence on the VA 
medical system by our elderly veterans. 

Back on August 6 of this year, in preparation for this hearing, 
which we thought would be earlier, we did a quick survey of our 
facility to see just approximately how many patients o\er 65 were 
located in the various programs. And this will give you a glimpse 
of the impact ri^ht now of the aging veteran in our facility at 
Lyons. 

We have a total operating bed capacity of 1,168, and we have 90 
nursing home beds. In our intermediate care section of beds, which 
is about 245, we had approximately 220 elderly veterans, which is 
about 90 percent. 

In our geriatric psychiatry we have 326 beds, and we had that 
filled 100 percent. Of course, that's expected. 

In acute psychiatry we have 354 beds, and we had about 35, 
which was about 10 percent at this time. 
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Alcohol dependency programs, we have 31 beds, and we had 10, 
which is about 30-percent elderly veterans. 

Neurology, we have 54 beds, and we had about 25 elderly veter- 
ans, which is about 50 percent. 

General acute medicine, we have 75 beds, and we have 45 elderly 
patients, which is about 60 percent. 

Special medical units, and I'm referring to our intensive care 
unit, our respiratory care unit, we have about 23 beds, we had five 
at that time. That's about 20 percent. Of course, this fluctuates. 

In our rehabilitation medicine unit, which is 30 beds, we had 
about five, which is about 15 percent. 

Our nursing home, which is 90 beds, as I indicated earlier, we 
had about 80-percent elderly veterans, which is 70. 

In our ambulatory and outpatient services program, in all outpa- 
tient clinics, we estimate we have roughly about 6,000 individual 
patients who will come to see us at different times during the year, 
and about 30 percent— a little less than 30, 1,800 were elderly vet- 
erans. 

Contract nursing home we have 49 contracted beds, and the 
census at that time we had about 30, or a little over 60 percent 
were elderly veterans. 

We have a large residential care, shelter care home program for 
veterans. About 350 beds around the State, and we have about 50 
percent of those, or 180, were over 65. 

So that gives you an idea where this aging has impacted us so 
far. 

Now, let me tell you about some of the special programs we are 
either initiating or planning for at Lyons. 

We're planning for a geriatric day treatment program. It's been 
approved by cur medical district. We've yet to get the resources, 
but they're in the planning stage. And, of course, we expect 100- 
percent utilization from geriatric patients. 

We're also planning further in the future for what we call an 
adult day care, or adult day health care program. This is a lit,le 
more medically oriented, and we expect perhaps half of those pa- 
tients will be geriatric. 

We want to have a geriatric evaluation unit, and Dr. Mather in- 
dicated prospectively there will be more this year, and I think the 
VA has indicated that in the next 15 years almost every VA hospi- 
tal should have one of those. And I think Congressman Biaggi men- 
tioned this too. This is something that we would like to have. 

Respite care program, this was approved by the medical district. 
Funding is not available at this time, and if we . ad it, about 80 
percent, we feel, would be geriatric veterans. 

New nursing home care. I think this was mentioned that were 
having a 240 bed unit which will be constructed beginning some- 
time late next year, and hopefully ready by 1987 or 1988. This will 
be in addition to the 90 beds we have now. Again, this is a forecast, 
but easily more than half would be geriatrics. 

Domiciliary unit, there's been talk of 100 bed unit for Lyons. I 
might mention that there is no— there are no domiciliary beds in 
New Jersey or Pennsylvania. There are some in New York, Virgin- 
ia, and West Virginia, but there are none in the eastern seaboard: 
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Maryland, Delaware, Penn^lvania, New Jersey, and we could use 
some beds in that area, and we plan for that. 

Some of the programs that we expect to jointly use between us 
and East Orange, a hospice program, which would be located in 
Eat»t Orange due tu V t ir higher incidence of cancer and other ter- 
minal conditions, but we would count on helping to share with 
that. 

Hospital based home care, again, East Orange has such a pro- 
gram, has a small radius. We'd want to work in with that and 
expand perhaps the radius because we're only about 20 miles 
apart. This way \eterans could remain at home with assistance, 
and we can go out with visiting teams. 

It was mentioned earlier about New Jersey veterans homes, so I 
won't reexplain that, but obviously the VA does play a part in 
funding the construction, and also the per diem costs to help sup- 
port those veterans in those homes. 

In conclusion, the staff at Lyons is dedicated to the care of all 
veterans, but in recent years has focused more on the care of elder 
1} veterans who have served their country in its time of need, and 
deserve the best of care in their later years. 

We thank you for this opportunity to explain those needs. 

(The prepared statement of Mr. Kidd follows:] 

PRKFAKED STATKMKNT OK A Y MA. KlDD, MEDICAL CeNTEK DlKECTOK, VETERANS 

Administration Medical Center, Lyons, NJ 

Mr Chairman and members of the committee, I welcome this opportunity to de 
senbe our programs foi older veterans in New Jersey, and our specific future needs. 
As indicated bv my colleague, Mr. Baglio, Director of VA Medical Center, East 
Orange, we both recognize the needb of older veterans and are working together to 
plan to meet these needs in the future. 

A retei.t survey of the veteran population in New Jersey, as documented by the 
VA office of reporU and statistics and local data from the Bureau of Veterans Serv 
ices, Trenton, New Jersey, gives vital information for future planning. New Jersey 
lias over 1)00,000 veteran*. The aged veteran proportion of this total veteran popula 
tion ii> approximately l."> percent. New Jersey is ninth among the ten States with 
Mich hi^ih ratios. Of added significance, two bordering States from whom we hospi 
tali/.e and refer patients are also among the top ten -New York which is fourth and 
Pennsylvania which is tenth. The impact will continue to be realized for a special 
ufuup of veterans over 7.> who will comprise nationwide approximately four million 
by the year 2000. Overall, the veteran population will decrease 20 percent by the 
year 2000, but the absolute number of veterans in the uge range will remain rela 
tin I > constant at *>X> million through 2020. These facta will have a profound impact 
upon the existing Veterans Administration health care system, 

It is well known that the elderly experience greatly increased disability and de 
pendence, utilize acute and long term health care resources at higher rates than 
anv other age group, and have fewer actual personal resources, such as relatives 
willing and able to provide care and generally limited financial support. At present, 
1 1 percent of the total VA population over 6o years old uses more than 30 percent 
of the health tare dollars, they account for 3G percent of the hospital days and 87 
jwrcent of the nursing home days. 

Today, faiticularly in New Je.sey, we are confronted with the impact of the DRG 
prospective reimbursement system which has been adopted nationwide by medicare. 
New Jesev was one of the first States to utilize such a program. In fact, the newly 
initiated DRG" *y»tem ^diagnostic related groups; for the Veterans Administration 
is based partially on the New Jersey experience. This system has financial incen 
ttves to reduce lengths of stay and to use acute bed services for more appropriate 
patients. Elderly patients with multiple, complex diagnoses are often considered 
"non profitable' in community hospitals due to their lengths of stay. There is al 
ready a trend to refer those patients to our medical center when formerly they 
would have received private care under medicare. This will be a stronger trend in 
the future. Nationwide, the Veterans Administration has tended to keep elderly pa 
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ticnU hubpi tallied fur longer i^nudb than pi.vate huspitals due tu the vanet> uf ill 
n(*ses> we treat at une time. One of our most urgent tasks js to emphasize the use of 
uthi-r resources for these patients. Alternatives to hospitalization, earlv discharges 
and use uf community based programs vwll help us tu continue to provide quality 
care. 

Traditionally the community medicine approach emphasizes treatment for admis 
*wn complaint* and usually little importance is given to providing long term ther 
ap>, achieving maximal functioning and insuring appropriate placement. Without 
attention to those factors, more re hospitalization and u»e of long term institutional 
wart will result. It has been our experience in the Veterans Administration that eld 
ctU pat ants need a special, more broadly based and interdisciplinary approach. 

In collaborating with the six other medical centers which make up VA Medical 
District No. 1, we have created special planning task forces to make specific plans 
fui treating all veterans. Various clinical and administrative representatives are as 
signed 10 extended care and aging committees of our district, specifically to plan 
care for the elderly veteran. This "MEDIPP imedical dsistrict initiated program 
planning; approach has contributed markedly to the knowledge and the need to 
share resources for the elderl>. In our medical district we maximize present re- 
sources by using the "natural planning unit." Neighboring VA medical centers 
within the same catchment area le.g. VAMC Lyons and VAMC East Orange) cooper 
att to supplement and share with existing programs and proposed new ones. Some 
anas being explored an the contract nursing home, respite care units and hospital 
based home care programs. 

One of the services offered to all discharged patients is »efenal to other Federal, 
State and local level programs. If elderly patients m^t all of the Federal require 
meats, they generally receive benefits such as thp whole spectrum of social security 
i medicare, disability, retirement and SSIi. The major State resource is medicaid. 
Elderly veterans have to *att, many times as long as six months to a year's period, 
to obtain medicaid. 

According to our social workers, many of our elderly veterans are rejected by 
local community services if they are eligible for VA outpatient services. This will 
lead to more dependence on the VA medical system by our elderly veterans. 

VA MEDICAL CENTER, LYONS, PROGRAMS SURVEY ON AUGUST 6, 1984 

ITctai opeufog hospital feds— 1161 total rorsmg tone b«J$ — 30J 



Ndr*e of program 

Intermediate care ... 245 220 

Ger iatac psychiatry . . 326 326 

Acute psychiatry „ , 354 35 

Alcohol dependence ... 31 10 

Detonation unt (new) 30 ( ! ) 

Neology . 54 25 

General acute medical .... 75 45 

Special medical units (ICU RCU) ... 23 5 

Rehabrdtat'on nedicme . .. 30 5 

Special program, VAMC, Lyons Nursing home care unit ... 90 70 

Arctatatory and outpatient services, VAMC, Lyons program- 
All outwent tiir.es ... 2 6,000 1.800 

Contract nur$«nj home , ....... 2 49 30 

Residential care . , 2 350 180 



" Not open yet 

* A#foxina!e nuroto cf patients 

Some .special programs we are cither initiating or planning for at Lyons are. 

ilj Social alcohol detoxification unit Due to open soon. This will provide services 
to the* heretofore unrecognized alcoholc veterans 20 percent elderly utilization ex 
pected. 

i2j Geriatric day treatment program— MEDIPP proposal approved -resources yet 
to be allocated. 100 percent geriatric utilization expected. 

i3) Adult day health care program -Proposal to be developed— 50 percent geriat 
ric utilization expected. 
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»4i Geriatric evaluation unit Proposal approved b> district but not funded as yet 
100 peicent utilization by geriatric patients. tPatient will be evaluated in a special 
ward to improve diagnostic accuracy, treatment, discharge planning and follow up 
care.) 

*~>i Respite care program— Proposal approved by district— Funding not available. 
If funded, services for 80 percent geriatric veterans. 

*Gi New nursing home care unit— 240-bed unit authorized by VA central office in 
addition to the existing 90 beds. Approximately 160-170 beds to be occupied by geri- 
atric patients anticipated. Project to be completed late 1987. 

i7> Domiciliary unit— 100 beds- Anticipated at least 40 percent occupancy by geri- 
atrics. This VA resource is presently only available to us in New York, Virginia, 
and West Virginia. There are no VA facilities in Maryland, Delaware, Pennsylvania 
or New Jersey. 

Programs to be utilized jointly between VAMC Lyons and VAMC East Orange: 
{It Hospice— Located at East Orange due to higher incidence of cancer and other 

terminal conditions. To be utilized by Lyons. Appropriate patients to be referred. As 

yet, no program. Estimate to be based on beds for progra.n when established. 
(2> Hospital based home care— Expand existing program at East Orange. Lyons 

will make referrals to accommodate elderly veterans who could remain at home 

with this assistance. 

(3) New Jersey veterans homes— Currently two homes. Menlo Park and Vineland. 
Veterans in the northern part of New Jersev will have a new State home in Para- 
nius next year. A special resource for the elderly. Veterans administration partially 
funded the construction of these facilities and pays partial per diem costs. Also, VA 
sees patients in outpatent clinics and receives patients needing hospitalization. 

Conclusion. The staff of Lyons is dedicated to the care of all veterans but in 
recent years has focused more on care of the elderly veterans who have served their 
country in time of need and deserve the best cf care in their later years. 

We thank you for this opportunity to describe our programs and list our specific 
needs for future years. 

Mr. Rinaldo. Thank you very much, Mr. Kidd, Mr. Baglio. 

Mr. Baglio, in your statement that was read, it was noted that 
you've applied for a geriatric evaluation uuii. 

Now, what determines whether or not you're going to receive 
that unit? 

Mr. Baglio. Well, first of all, it has to be approved by the medi- 
cal district. If you recall, Mr. Kidd made reference to medical dis- 
trict concept. It has to be approved by the medical district, and 
sent up to central office. It goes to Dr. Mather's shop. I don't know 
if Dr. Mather is here yet. He was your first speaker with us. And 
depending on availability of funds, the programs are approved. 

Mr. Rinaldo. So it's approved strictly by him. 

How much money is involved? 

Mr. Baglio. It varies from one section to another, depending 
upon what kind of staff you want; what kind of workload you're 
going to have, and so on. 

So I can't really answer your question except to tell you that 

Mr. Rinaldo. Can you give me some range, some parameters? 

Mr. Baglio. Do you have any ideas, Paul? 

Mr. Kidd. Well, Lyons has submitted a proposal too, and we feel 
it costs about a little over a quarter million. Be about eight or nine 
full-time equivalent staff to run it, which, again, depends on the fa- 
cility we're talking about. I don't know what his is— that's what 
ours is. 

Mr. Rinaldo. Is there anything we can do in Congress to ensure 
this approval? 

Mr. Baglio. I really don't know, Mr. Chairman. I think that per- 
haps availability of funds, and appropriations for, you know, the 
care of the elderly, all its programs, is the way to go. 
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Mr. Rinaldo. Yes, I guess at this point the thing is you have to— 
this has not been submitted to Dr. Mather yet, or has it? 

Mi*. Baglio. Well, it's been submitted to our medical district, and 
it has gone up to Dr. Mather's shop, yes, it has. 

Mr. Rinaldo. All right. Well, we'll certainly get in touch with 
Dr Mather again, and look into it, and see what we can do to help 
because you recognize the importance of having those units, and 
we'll do everything we can to assist you in that endeavor. 

OK? 

Mr. Baglio. Thank you. 

Mr. Rinaldo. Does anybody else have any comments? We will 
now hear from James Purdy. Mr. Purdy? 

STATEMENT OF JAMES R. PURDY 

Mr. Purdy. Mr. Chairman, I want to apologize. My name is 
James R. Purdy, and I'm the director of the VA regional office in 
New Jersey. Unfortunately, I do not have 30 copies because I was 
invited to this meeting by my good friend, Mr. Jre Schimkowitz 
from the Jewish War Veterans. 

It is somewhat ironic that the telephone call which came from 
Washington looking for Mr. Thomas Culkin, the department com- 
mander of the ex-POW's, came to my office, and I took the liberty 
of giving them his home telephone number. No one invited the re- 
gional office to participate in this program. 

Now, if this should happen in the type of networking and com- 
munity programming that the young lady spoke about, we're in 
trouble. 

Now, I would like to say to this committee that because I have 
attempted from a Federal level to work with the State level, and 
we have Mrs. Mehtarundum here from the State department on 
aging We have worked on a program that fell through because of 
boundaries, et cetera. But the fact is, we tried. 

I commend you for recommending, and hopefully you will have 
approved, the position of the Deputy Administrator and the Veter- 
ans' Administration. It's long overdue. 

The question was put before what can be done. I say to you here 
and now that there is an organization already in existence which 
could put your committee, the Federal Government, way down in 
front in terms of working with the aging veterans, and the aging 
population. The Federal Executive Board. There are 26 of them. I 
am the past chairman of the Federal Executive Board in New 
Jersey. And because it consists of the heads of all the Federal agen- 
cies, we serve it, no added compensation, largely at our own time, 
and we know what resources are available from the Federal level. 
So all we would have to do is network with our counterparts on the 
State and the county level, et cetera, and I think we would be way 
out in front. 

Second, having been inside the Veterans' Administration for 
some 19 years I perceive an imperceptible coronar, occlusion 
taking place inside my agency that I truly love. 

If, in fact, the VA regional offices are continually reduced, as 
they have been, the pulse of the VA will be stopped. 
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You may make all of the studies and the evaluations you would 
Kke about .'he aging veteran, but I assure you presently they will 
not get paid unless those medical reports come to my office, or one 
of the VA regional offices. 

I assure yo*i that those veterans will not be able to use their in- 
perpetuity ceitificate of eligibility to buy a home, if that is what 
they want to do, unless it is processed to our offices. This could be 
changed, but right now it must come through the regional offices. 

Why am I tell you this? For the simple reason that I serve in 
what we call the eastern region. There are 21 VA regional offices. 
Out of those 21 regional offices our budget for 1984-85 was reduced 
approximately 6 percent per office. 

In New Jersey we were reduced approximately 10 percent which 
adds up to 23 full-time bodies. 

Now, I say to you here and now, and I already sent a status of 
the state of the veterans program in New Jersey to each congres- 
sional office informing them of this. If we have to live with that 23 
full personnel cut, then the delays that we are experiencing now, 
they will, in fact, be exacerbated. 

I have been reporting an out-of-line situation in my housing oper- 
ation, the adjudication of claims operation, and my veterans serv- 
ices division now for over 1 year. So it is of record, 

I say to you here and now if, in fact, more interest and concern is 
not given to the regional office then veterans, in fact, will be short 
changed not only in New Jersey, but around the country, because 
that which the> are entitled to they will not be able to get either 
on a timely basis, or at all. 

One more thing I'd like to say, and that is, you asked for sugges- 
tions. My suggestion is that we should take a hard look at title 38 
of the United States Code because everyday I send out letters tell- 
ing veterans "we can take no further action on your request, or 
vour reopened claim, unless you provide us with additional credible 
evidence/* 

Now, since the Federal Government has the responsibility of 
maintaining the official files on each and every veteran, why 
should the burden be shifted all at once to the veteran. 

And to highlight that even more, title 38, if it were amended to 
include a conclusive presumption in favor of, if not all veterans, 
then especially those veterans who are ex-prisoners of war, to 
change it from a presumptive conclusion to a conclusive presump- 
tion that, in fact, the conditions that they allege, in fact, arose in 
and out of their prison experience. 

How on earth can you expect to have an ex-POW present this 
Government with records when, in fact, they didn't hardly eat, let 
alone have medical records to ascertain what had happended to 
them during their wartime captivity. 

Mr. Chairman, members of the committee, I thank you very 
much for giving me your ear. 

Mr. Biaggi. Thank you for an excellent statement. And thank 
you for the comment relating to the Deputy Administrator, 

Who is responsible for cutting those 2G bodies? Is that the nation 
al agency, or is it the Congress? 

Mr. Purdy. It is my understanding that once the Federal budget 
has been approved for the Veterans Administration, which is some 
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where now, approximately $27 billion, once that has been approved 
there are certain funds in there that are "givens". That is, accord- 
ing to the rating schedules, those veterans who have what we call a 
static condition for 20 years or more, they will receive X number of 
dollars in perpetuity unless there is a deterioration in their condi- 
tion, at which time my office will rerate them, and they will get 
more. 

The bulk o r those funds that have not been earmarked they arc 
then divided between the Department of Medicine and Surgery, of 
which my colleague spoke, and then to the Department of Veterans 
Benefits, in which I serve. 

Nov/, once it reaches the Department of Veterans Benefits, and 
comes down to the Chief Benefits Director, the Chief Benefits Di- 
rector then calls in the area field directors— there are three of 
them- and she tells them how many dollars they are going to get. 

Once they get their allocations then they then make a further 
subdivision. So the person who gives me my immediate allocation 
would be the area field director for the eastern region. 

Now, we get 

Mr. Rinaldo. You're telling us that they cut you more than they 
cut some of the other areas? 
Mr. Purdy. Yes. 

Mr. Rinaldo. But that was not done by any act of Congress? 

Mr. Purdy. Oh, no, no, no. This was done 

Mr. Rinaldo. This was an internal — why were you cut more 
than the others? 

Mr. Purdy. I have sent a copy of the material to you, Congress- 
man, It's in your office someplace. I've already received a response 
from Senator Bradley's office. I just received a response from Con- 
gressman Dwyer's office this morning. I have notified all the con- 
gressional offices. That is all that I can do. I have no answer to 
that. 

Mr. Rinaldo, See, the reason why I'm concerned about this, the 
overall budget has not been cut. 

Mr. Purdy. If I led to that conclusion on the part of anyone 

Mr Rinaldo. No, you didn't. We didn't say that. And 

Mr. Purdy. It has increased. 
iVIr. Rinaldo. Exactly. 
Mr. Purdy. Yes. 

Mr Rinaldo. And why this has taken place internally— I didn't 
see the letter that you sent me yet. I was away the last wt*.* down 
in Dallas obviously, but I certainly want to look into it, and I 
assure you I will look into it. 

Mr. ?urdy. I would appreciate it. 

Mr Rinaldo. Because it appears to me that there's an inequity 
here, and that New Jersey, and your office in particular, is getting 
the short end of the stick, and we want to do everything possible to 
correct that. 

Mr. Purdy. We would appreciate it. 

Mr. Rinaldo. OK. And we will do that, and I will be getting back 
to you. 

Mr. Purdy. Thank you very much. 

Mr. Rinaldo. OK. And I want to thank the rest of our panelists, 
and the people here. You've been very, very patient, and we're 
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sorry we went so far beyond our schedule, and I also want to ex- 
press my appreciation to my colleague, Congressman Biaggi, who 
came here from Queens, and whose schc Je is now in disarray. 

But, thanks again, and I assure you that we'll bring your recom- 
mendations, and your ideas, to the attention of all the members on 
the Select Committee on Aging, and the Veterans Committee. All 
of you here today will also receive a hearing transcript. 

In addition, we'll look into those specific matters very, very 
promptly that were mentioned here, or discussed and get answers 
to the appropriate individuals as quickly as possible. 

Thanks again. The hearing is closed. 

[Whereupon, at 1:50 p.m., the hearing was adjourned.] 
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VETERANS OF FOREIGN WARS OF THE UNITED STATES-DEPARTMENT OF NEW JERSEY 





(EsUnated veteran popuUtcn 


d New Jefseyl 








County 


Total vettf ins 


WcrtJ nil 1 


WotkJWaril 


Korean conflict 


Vietnam era 


Other post- 
Korean 


Atlantic... 


26.719 


854 


13,274 


4,490 


5,417 


2.684 


Betfen 


136.404 


4,312 


67i021 


2^669 


21850 


13]552 


Burfintfon , „ 


48,180 


1,540 


23,936 


8095 


9,768 


4,840 


Camden . 


70.735 


2,261 


35,142 


11,885 


14.341 


7.106 


Cape May 


9,416 


301 


4,678 


1.582 


1,909 


946 


Cumberland 


18,943 


605 


9,411 


3,183 


3,841 


1.903 


Essex 


141,221 


4,466 


69,414 


23,478 


29,827 


14.036 


Gloucester . . . 


26,827 


857 


13,328 


4,508 


5,439 


2.695 


Hudson . . 


91,885 


2.905 


45,152 


15,272 


19,426 


9,130 


Hunterdon . 


. . 10,950 


350 


5.440 


1,840 


2,220 


1.100 


Mercer 


46,537 


1.487 


23,120 


7.820 


9.435 


4.675 


MKJdksex 


90.462 


2,860 


44.445 


15,033 


19.137 


8,987 


Monmouth . . . 


71,175 


2,275 


35,360 


11.960 


14.430 


7,150 


Mou* 


59,569 


1,904 


29,594 


10.010 


12.077 


5,984 


Ocean . 


36,135 


1.155 


17.952 


6,072 


7.326 


3,630 


Passaic . .. 


69,533 


2,223 


34.544 


11.684 


14,097 


6,985 


SaTem 


9,306 


298 


4,624 


1.564 


1.887 


935 


Somerset 


30,660 


980 


15,232 


5.152 


6.216 


3,080 


Sussex 


12.483 


399 


6.201 


2,098 


2.531 


1.254 


Union ... 


81.468 


2,604 


40,474 


13,689 


16,517 


8,184 


Warren 


11,389 


364 


5,658 


1,914 


2,309 


1.144 


total 


.... 5 1,100,000 


35.000 


544,000 


" 184.000 


« 277,000 


110.000 



* Does not Kb* veterans who *tte n service dwf both WcrtJ War H and the Korean confcl These are counted under "World War ».' 
1 Don not mcWe veterans who were « sennet durw both the Korean ConfBct and the Vietnam Era, These are counted under "Korean 
ConfKt" 

a New Jersey veteran total show* above » 3 71 percent of 'he national total— 29.665.000 



(Total veterans) 



United States 27,450,000 29,236.000 29,747.000 

New Jersey 1,060,000 1,096,000 1,106.000 

Wotld War I 

United States 660,000 

New Jersey 23,000 

World War II 

United States 12,852,000 

New Jersey 503,000 

Korean conflict 

United States 5,897,000 

New Jersey a 226,000 

(91) 
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Vietnam era 

United States „ 8,035,000 

New Jersey , 290,000 



National Vktkrans Affairs and Rehabilitation Commission, the American 
Lkoion Visitation Rkport of Vbtkrans Administration Medical Center, 
Lyons, No\ 

i. introduction 

A routinely scheduled visit to the Veterans Administration Medical Center 
iVAMO Lyons, New Jersey, was conducted during the period of July 18-22, 1983. 
The purpose of this visit was to ascertain the qunhty, quantity, and timeliness of the 
hen 1th care being provided by this medical center. 

Coordination. - Notifications of the planned visit were forwarded to the Medical 
Center Director, Mr. A. Paul Kidd, and to the following officials of The American 
Legion, Department of New Jersey. Mr. Robert W. Field, Dcpnrtment Adjutant, Mr. 
Thaddcus J. Gnidzieiko, Department Service Officer, and Mr. Robert Wacker, VAVS 
Representative. At the medical center I met with Mr. Ray Zawucki, assistant De 
pnrtnunt Sen ice Officer. There were no reports of any major complaints regarding 
the delivery of henlth enre nt this facility. 

Statistical information, - Data pertnining to personnel strength, patients on the 
rolls, and operating coats is ntUiched. 

Professional affiliation. This medical center is loosely affiliated with Rutgers 
Medical School in Piscatawav, New Jersey. The Deans Committee meets qunrterly, 
and there in a service organization representative on the committee. An affiliation 
with the Fairleigh Dickinson University School of Dentistry in Hackensack, New 
Jersey, is also maintained. 

Hospital accreditation. - This medical center was surveyed by the Joint Commission 
on Accreditation of Hospitals WJCAU) during the period of June 7 11, 1982. Three 
years accreditation in all programs was received. 

MISSION OF MEDICAL CKNTKIl 

This 1210 bed primary and aecondary care medical center provides inpatient scrv 
ices* in medium.-, neurology, psychiatry, and rehabilitative medicine. Facilities exist 
for acute as well u.<> chronic and extended medical, neurological and psychiatric care. 
A 'JO bed Nursing Hoiuc Care Unit is operative. Primary and specialized outpatient 
services include VA. community nursing home tare and community care programs. 
Tertiary cart- services fur outpatients are prowded by East Orange, Philadelphia, or 
the New York City VA Medical Centers. 

The following is the distribution of the opernting beds: 



Medicine. .... 08 

Intermediate enre.. , 317 

Neurology . 54 

Rehabilitative medicine ........ 20 

Psychiatry 679 

Nursing home care ».......,..„ . 00 



Two units are out of service due to construction for the replacement phone 
system. Per a VACO directive, these beds are listed as vacant, rattier than out of 
service. 

Tin- dirtvtor commented that this facility is comfortable with its mission within 
the Medica! District lnitinted Program Plnnning (MEDIPP). 

II. OBSERVATIONS 

Athy Mt<\ of funds and jwrsunnel to per nut satisfactory performance of the as 
M^nvd miMiotu The Director, who has been at this facility Tor approximately four 
months, stated that the operating budget for Fiscal Year iFY) 1083 has been man 
tigeable. Needed construction projects have been getting approved and funded, and 
the facility has been able to operate w.thin the current staffing level. Initially, the 
FTEE was o\er the budget and th n re was no turnover. Consequently, there w*.s a 
selected freeze on hiring during the past several months. However, the VAMC is 
now in a position to resume filling vacancies. The budget for FY 1984 will not 
provide for growth, but the level of present services will be supported. There is in 
terest in establishing a Post Traumatic Stress Disorder Unit, a head trauma unit 
within The Rehabilitation Medicine Service, and the expansion of hemodialysis serv 
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ices Some additional funding fur .staffing of these programs will be needed if they 
are to be realized. 

There is ongoing construction for the installation of the new telephone system. 
Beds are out of service due to this because experience indicated that the units were 
too disrupted by the ongoing work Also, the Psychiatric Intensive Care Unit is 
being remodeled The major buildings at this medical center were constructed in 
I'M) and 10 1G There are extensive projects for renovation of patient areas within 
the Five Year Facility Plan As mentioned in the previous American Legion visita- 
tion, this facility does not have centralized air-conditioning in all patient care areas. 
The dav room in each of the psychiatric buildings has air conditioning, but those 
areas that lack it can become unbearable during the summer months. Aspects of 
patient privacy and the provision of air conditioning are to be addressed in the pro- 
posed construction. 

There are plans for the construction of a 240'bed nursing home care unit. Origi- 
nally. 120 beds were designated for Lyons and the other 120 for East Orange, New 
Jersey However, due to the lack of available space a. East Orange, the full allot- 
ment of beds are scheduled for construction at this center. 

This facility received $178,000 for the Jobs Bill projects. These dollars will be fo- 
cused on one project which is a road and bridge replacement project for a main 
thoroughfare through the property. There have been overtures regarding the decla- 
ration of excess land during the past 2-3 years, but there have been no actual initia- 
tives during the current administration. In the past, 300 acres were declared excess. 
This eventually resulted in the loss of the buffer area on two sides of the medical 
tenter Condominiums are being constructed in one of these areas which is closely 
adjacent to the patient buildings. 

Currently, there is no Automated Date Processing (ADPi capability at this 
VAMC A site that been designated, A committee has been appointed and plans 
have been developed for its implementation. Core programs are expected to be de- 
veloped around March 1981 

There are no formal sharing agreements with The Department of Defense (DODi. 
This facility is working with VAMC East Orange, Port Dix Army Base, and 6-7 
community hospitals in the exchange of information regarding contingency plan- 
ning. 

Pntfessiumil sen ues, -The Chief of Staff was on military leave so the professional 
services were reviewed with the Director and the acting Chief of Staff ithe Chief of 
Medicine Service' There is a vacancy for one psychiatrist. Recruitment has been de- 
tained due to the hiring freeze. In general physician staffing was assessed to be 
manageable, and there are no difficulties in recruitment. There have been difficul- 
ties recruiting registered nurses. This will receive further elaboration within the 
Nursing Service section. 

Surgery was removed from this facility approximately two years ago. This was not 
a popular deu^Iim. however, the provision of services has been managed within the 
existing framework- Patients are pnmarly refered to VAMC East Orange, There are 
still surgeons on the staff and consultants. Outpatient follow-up care is provided. 
The loss of this capability had some negative affect on the affiliation with the medi- 
cal school However, a good working relationship was reported with the school. Ef- 
forts are being initiated to develop a program with psychiatric residents. 

At the time of the visit, there were twelve female veterans in the, hospital and 
two in the NUCU An Ad Hoc committee has been addressing the issues of care to 
female veterans It was assessed that the VAMC is physically well able to handle 
the present caseload of female veterans as well as the projected workload for the 
immediate future Every female patient when admitted or once a year will receive a 
CJYN exmination, a PAP smear, and a breast examination, although the patient has 
thi' right to decline this Efforts have been initiated to provide items designed for 

males in the Canteen Discussion has been generated about a more liberal visiting 
policy for children, but this issue is not resolved. Staff education regarding the spe- 
cial privacy needs of the female veteran, and all patients, is an identified issue. 

Assvuate Director -The Associate Director (ASD) had only recently arrived at 
this station (within a couple of weeks of the visit). Services under his supervision 
were reviewed with him and the Director This facility has its own fire department. 
Laundry services are provided for this VAMC and VAMC East Orange, New Jersey, 
The equipment has recently been replaced, As discussed, construction is ongoing to 
replace the telephone system The replacement system will involve a change of com- 
panies, and it was reported that there has been difficulty getting service for the cur- 
rent system In general, the functioning of services was reported to be effective. No 
critical staffing needs have been determined. 
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•Stiurj/i >vittotL This VAMC ha> two circles of buildings* situated on aproximate 
K .UHl acres There are numerous entrances and extt* with a fairly large volume of 
piople wah legitimate access* to the property There are some traffic problem*, occa 
moiii rthin government property has been removed from the station* and isolated 
uictdwits with combative patient*. However, in general, there is a relatively low 
cnnu rate The police have exclusive jurisdiction, A good working relationship with 
the local police was reported* 

There i-* one vacancy for a police officer. There is difficulty recruiting, especially 
young men. because the salary ^ much lower thiin for comparative work in other 
avenues. Many officers seek experience through the VA then leave when there is a 
better job opening, or others find a .second job because of the salary structure. Cur 
nnt staffing wa«» elated to be inadequate in terms of supervisory personnel which is 
limited to the Chief At least one other supervisory position for the off hours was 
deemed necessary. 

Program support Ma* evaluated to be good. New radios are being acquired, and 
equipment haa been acquired or replaced as needed. There is one police vehicle, and 
a ca-e ii being developed (or obtaining a second one. Adequate space to meet section 
needs is available 



M n - medical c* liter is located in Medical District ~4 of the Mid Alantic Region. 
There is a good working relationship and distribution of resources. 



New h'di r.tl employees are provided a direct one to one orientation with a person 
1 special i->t They <ik given an explanation of employees rights, responsibilities 
« opportunities The second phase of orientation is with the employees immedi 
alt iiipeiw.tui regarding the position description and orientation to the work site. 



TIk outpatient clinic and ambulatory care services at VAMC Lyons are divided 
mt*> two separate mm vices. Psychiatry and Medicine. Through May in Fiscal Year 
1 i. there w* re J*>,^*o cumulative outpatient visits. Psychiatric services are provid 
*d vm the Mental Hygiene clinic. The basement of Building a is being renovated for 
ttu u location uf tins clinic. The Medicine Outpatient clinic was assessed to have 
milieu (it «pd»e and an adequate waiting room. Staffing consists of three physicians 
and a phytic iun assistant. On a rotating basis, one doctor see the unscheduled pa 
in at-*, while the remainder handle the scheduled appointments. A Quarterly Proc 
i^mn rum Study during the day tour in January involving To cases indicated 
that the total processing time for patients was 3.a hours. This included medical, ad 
nnnistrative. and ancillary processing time. 

Supj/oit services from the laboratory and radiology were deemed adequate. Nurse 
«.ow roue i* sufficient. There has been some delay in getting lab slips placed into the 
vhaiU This was described as a many layered process involving several steps which 
lould contribute to the delay. The problem is currently being audited. 



The occupancy rate for the medical center through June in FY 1988 was 82^. 

Medical Administration Service iMASi had a personnel turnover rate of \ \7 ( in 
calendar year iUHJ This Service is often a training ground, and personnel leave for 
other position?* within the medical center after gaining experience here. At the time 
A the visit, there were la* vacancies, ward secretaries, I clerk positions, 2 full time 
aiid one part time transcnptionists. There have been three key vacancies among 
these positions in Ambulatory Care which have been vacant for nearly a year. Serv 
ices have been maintained by detailing personnel there. The other vacancies are of 
lecent origin The impact of these vacancies is that the desired level of service has 
not been provided. One tune consuming factor in replacing positions has been the 
t equipment to provide a job an \]ybis for positions in conjunction with Personnel 
Sir vice so the positions can he advertised. Additionally, the remote location of the 
iacilitv and the competition with local corporations has affected recruitment. 

This Service was relocated six months ago to its present location. This has provid 
ed additional space and the consolidation of various functions. The file room is still 
somewhat crowded, and the requirement to file rejected applications is going to 
vrealc mure bulk for storage. The mail room also lacks sufficient space for collating. 
However* overall, the functioning of various sections was described as manageable. 



RKC.IONALIZATION 



ORIKNTATION PREPARATION OF INCOMING PRKSONNRL 



ADMISSIONS, OUTPATIKNT CLINIC AND AMBULATORY CARK SKRVICF. 



MKD10AL ADMINISTRATION SKRVICK 
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Application for Compensation and Pension Examinations (Form 2307) are proc- 
essed at VAMC East Orange, New Jersey. As of July 19, 1983, the pending summa- 
ries were as follows. 20- not dictated 6 days after discharge, 63- not transcribed, and 
20- awaiting signature. It was reported that these figures have been increased due to 
the current vacancies in transcription. No problems were reported in the identifica- 
tion or provision of services to former Prisoners of War. 

The telephone system is antiquated and badly overloaded. The system is so old 
that the repairmen are not familiar with the equipment. The biggest problem is the 
wait for a dial tone. It was a common experience during the course of the visit to 
wait for a dial tone when attempting to make a phone call. Fortunately, construc- 
tion is presently ongoing to install a new phone system. Completion is anticipated 
by the end of the calendar year. 

Medicine Service has 98 operating acute care beds including a 16*bed respiratory 
intensive care unit (RCIU) and a 7-bed intensive care unit QCU), and 317 intermedi- 
ate care beds Approximately 85% of the physician staff are board certified or board 
eligible There are no vacancies within the assigned ceiling. A vacancy is anticipat- 
ed, and a geriatrician will be sought with the intention of establishing a geriatric 
unit. No problems recruiting physicians are encountered at this facility. 

No major problems were reported within this Service, Support services were 
deemed to be excellent. At times, nurse coverage has been short, but patient care 
has not suffered, according to the Chief. Equipment needs have been met. 

At present, acute hemodialysis is being provided in a 2-bed unit, A request has 
been initiated to convert this to chronic dialysis. This would provide services to the 
excess of chronic dialysis patients who ^re being outplaced by VAMC's East Orange 
and Philadelphia at a high cost. 

Psychiatry Service has 679 authorized beds. Two units U18 beds) are closed sec- 
ondary to the construction for the replacement telephone system. Services include 
inpatient treatment, outpatient treatment via The Mental Health Clinic, and an Al- 
cohol Dependence Treatment Program, All traditional modes of therapeutic treat- 
ment are used. Two units have been developed for extended geriatric psychiatry. 
Statistics from FY 1982 indicated the major patient age groups were 50-59 years old 
(with 188 patients in this category), and 60-69 years old (with 136 patients within 
this range) An initial geriatric psychiatric unit was developed in 1979, and a second 
one was established in February 1983. A 30-bed living center provides patients who 
have had difficulty in handling community placement an opportunity to develop the 
skills needed to adopt to community living. Also, there is the Psychiatric Specialty 
Unit which provides intensive care, in particular, for violent and suicidal patients. 
A viability study for a 30 patient Day Treatment Program is ongoing. This would be 
to provide activities and socialization for older patients. Location of the program 
and transportation are two factors which must be resolved. A policy of providing the 
least restrictive environment has been pursued, and the majority of the patients 
have some form of privileges. 

The chief reported that 18 of the 25 physicians in this Service are board certified 
in psychiatry Staffing was related to be adequate. Support services have been good. 

An area in Building 5 is being renovated for the Mental Hygience clinic. This will 
provide additional offices and a conference room. One of the units is being modified 
to better accommodate female patients. The buildings are old, and the patient envi- 
ronment is less than ideal. All the Luildings are scheduled for renovation from 1984 
through 1987 At present, the large dorms have been partitioned, but during the 
construction, the dorms will be converted to bedrooms with no more than four pa- 
tients per room. There is no centralized air conditioning. This can be extremely un- 
comfortable as experienced during the visit. This is also proposed within the Five- 
Yea r Facility Plan At present, the geriatric areas are air conditioned, and it was 
reported that one area is air conditioned in each unit, usually the day room. 

No proolems were reported in the assessment or care of suicidal patients. A 
btrong program for staff training in dealing with patients with disturbed behavior 
has been developed There is a review of all suicidal attempts and assaults. 

There has been a submission within the MEDIPP process for the development of a 
PTSD unit Within the VAMC there is group therapy for patients diagnosed with 
PTSD Diagnosis is based on the criteria in the Diagnostic Statistical Manual iDSM) 
III Most patients with this diagnosis are admitted to the therapeutic community 
unit which is an open unit Outpatient treatment is provided bv a psychologist in 
zap and group sessions involving the veterans and significant other J>eople in their 
lives Liaison is maintained with the Outreach Center in Newark. The unit would 
provide a more extensive and developed program, and resources for treatment of 
this disorder. 
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Alcohol Dependence Treatment Program (ADTP).-This 31 day inpatient program 
for patients who are already detoxified was established in 1971. There are 31 operat 
ing beds with an occupancy rate of 85%. At present, detoxification is provided by 
admission to the psychiatric wards, or if there is a primary medical problem, to the 
Medicine Service. There are plans via a construction project in FY 1984 to establish 
a detoxification unit as part of the ADTP. This will make it easier to reach patients 
at a time when they have a high motivation. The staff will be working with patients 
from the time of admission and rehabilitation can be encouraged, Overall, there will 
be a greater continuity of care. Additional staffing adequate to cover the program 
will be sought. 

At present, the staff consists of the following. 1 Psychiatrist— Unit chief, 1 Coordi- 
nator, 1 Physicians Assistant, 1 Psychologist, 1 Social Worker, 5 Registered Nurses, 
1 Licensed Practical Nurse, 3 Nursing Assistants, 3 Rehabilitation Technicians, and 
1 Ward Secretary. 

There are recovering alcoholics on the staff. There are no vacancies within the 
assigned ceiling. 

There is an eclectic treatment program which involves individual sessions with 
staff members, group therapy twice a week, family therapy, medical evaluation and 
treatment, health and education classes, self improvement training, clergy counsel 
ing, relaxation exercises, recreational activities, vocational and educational evalua 
tion, and an incentive therapy program. There are patients government meetings, 
and rap sessions with individuals who have successfully completed the program. 
There are five Alcoholics Anonymous meetings, one of which is a meeting outside of 
the hospital. Antabuse is not routinely prescribed, but it is provided when it is de- 
sired and deemed appropriate. There are various patients with mixed alcohol and 
drug abuse problems. The philosophy of the unit is to deal with addiction, however, 
patients using hard drugs, for example, heroin, are not admitted, but referred for 
treatment. 

For those patients within reasonable commuting distance of the VAMC, outpa 
tient and aftercare services are available. Individual sessions, couples group treat 
ment, and rap sessions are available. There is also a liaison with community re- 
sources. There u one VA contract halfway house which is located in Allentown, Pa. 
about an hour from the hospital. The halfway houses in New Jersey have not quali 
fied for VA contracts, so the five houses in the surrounding area are used on a non 
contractual basis. 

Follow-up statistics are strictly kept by the psychologist at three, six and nine 
month intervals. About 157c of the program participants have absolutely stopped 
drinking, while about 10% are classified as recovering in that they are functioning 
well but occasionally may drink. Twenty percent (20%) of participants are known to 
have resumed drinking, while the remainder are unclassified since their status can 
not be verified. 

Neurology Service has 54 authorized beds. The occupancy rate was 70.4% and the 
turnover rate was 31.3% through June in FY 1983. Inpatient and outpatient serv 
ices, consultations, and studies via the clinical neurophysiological laboratory are 
provided. There is one vacancy for an EEG technician. There has been difficulty get 
ting trained technicians because there are not an adequate number available in the 
market. Consequently, someone is usually hired and trained. 

Support services were deemed to be good. The main concern of the Chief is the 
patient caseload and the lack of computed tomography ICT) scanning. In his opin 
ion, the chief indicated that veterans are not aware of the neurology capabilities at 
this center. The Service is actively affiliated and can handle acute problems, accord 
ing to the chief, yet the VAMC is primarily perceived as a psychiatric treatment 
facility. This affects the admission rate. CT scans are provided by VAMC East 
Orange, and they can be procured via contract with private hospitals. This was as 
sessed to be less than ideal because CT scans are a fundamental test which should 
be readily available, and development of this capability would allow this VAMC to 
provide better patient care. The patient caseload and cost effectiveness of acquiring 
this capability is being examined. Within the medical district there are two other 
facilities with higher priorities based on caseload. Contact with VACO indicated 
that CT scans have been placed in all the tertiary facilities, and further placement 
is being examined on a case by case basis. 

Office space is limited. There are physicians sharing offices. At present, female 
patients can not be accommodated in this Service due to privacy considerations, 
however, this will be rectified during a planned renovation project. 

Rehabilitation Medicine Service (RMS). -There are 20 operating beds with an oc 
cupancy rate of 95%, and a turnover rate of 25.7% through June in FY 1983. Addi 
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tionally. RMS provide m r vices on the adjacent 10-bed psychophysical ward which is 
officially listed as intermediate beds. 

Staffing is at ceiling except for physical therap> positions. These vacancies are a 
critical problem at this facility There is one physical therapist tRTj within the ceil 
ing for four positions There is authority to hire someone if they are available, but 
there have been perpetual vacancies for several years. Consequently positions have 
been converted, and they have been filled by a RT. assistant and corrective thera- 
pists The difficulty with recruitment and retention was attributed to the lack of 
sufficient P.T graduates to meet nationwide needs, and the noncompetitive salaries 
within the VA. The salary for a PT. positions was reported to be the equivalent to 
all other therapists, yet their training is greater. It was suggested that the pay 
grade level needs to be raised and a scholarship program developed. 

Treatment at this facility includes physical, occupational, corrective, educational, 
incentive, and vocational rehabilitation therapies. There is an orthotic/ prosthetic 
dinic and a preliminary review for driver's education. Within the up coming 
MEDIPP submission is a proposal to develop a head trauma unit. This would pro- 
vide long term rehabilitation to the head injury patient after acute treatment has 
been provided. This would be a center for District referral. It was assessed that 
thire i» good neurology, audiology and speech pathology, and psychology support at 
this facility Additionally, cognitive therapy, a method of stimulating the brain via a 
computer based videoprogram to help the patient improve his mental status, would 
be further developed This unit would help veterans to gam self sufficiency in the 
long, slow process of recovering from a disability. 

Within the Five Year Facility plan there is'an approved construction project to 
provide an activities of daily living center. This will provide veterans with handi- 
caps training to care for themselves prior to discharge from the hospital At present, 
some of this training is provided on the wards and in the clinics, but this designated 
center will provide a more comprehensive program. 



The nursing home care unit iNIICU) was opened in 1971. It is a 90«bed unit situ- 
ated on two floors The mix of the patient population has presented challenges. 
There is a large number of patients, who are confused yet ambulatory, who have a 
history of psychiatric illness and behavior problems. Recently, there has been the 
admission of patients with physical rehabilitation needs. There is a mixture of all 
types of patients on both floors, yet their needs are different, and they do not 
always interact well together. It has been discu.»sed that additional staff may be re- 
quired to deal with the diversity of the patient population. At present, there is one 



Residents have access to recreational and rehabilitation medical serv >ces, and var 
lous activities, for example, reminiscence groups. There are no full-time therapists 
assigned to the NUCU, and there are no clinic areas within the unit. Consequently, 
patients must be transported to the clinic areas using nursing personnel. The chiefs 
of PT and CT evaluate residents so that treatment is available for those vvho can 
best benefit from it. There was a corrective therapist who came daily to the unit to 
provide services, but with his departure this was discontinued. Since patients must 
be transported for treatments, tnere are times when therapies may get cancelled 
due to staff unavailability or other care priorities. At the Summation Conference, 
the director stated that this situation would be examined. 

Residents are encouraged to dress in their own clothes. There have been problems 
in getting clothes cleaned through Building Management. The turnaround time is 
six weeks or more, and the washing machines do not handle wash and wear clothes 
very well Also, there has been difficulty correctly identifying patient clothing. 
Every effort has been made to mark the patient clothing, but there is a large 
volume of laundry and there are many similar names. Various solutions have been 
initiated to eliminate the problems, but an effective one is still being sought. Consid 
t rat ion has been given to providing a washer and dryer to the unit, but factors such 
as space and plumbing need to be resolved. 

At the time of the visit, the number of residents according to categories was as 
follows: Category I — 32; 11—34; III— 23; IV— 0. 

Category I residents require the most nursing care while Category IV require the 
least. There was one resident absent sick for chemotherapy treatment. Until recent- 
ly. a waiting list was not maintained because the turnover rate was so low that it 
created false hopes. Previously, if there was no bed the application was not retained. 
This has been changed. At present, there are 12 veterans on the waiting list and 17 
applications are being reviewed. The social worker works with applications to see if 
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the> can be maintained at home or it the} may be able to sta} a* home with respite 
care. There are very few referrals from within the VAMC for the NHCU. 



Audiology and Speech Pathology (A&SP) is a section within RMS. Staffing con- 
sists of an audiologist and a speech pathologist. In March, the A & SP area was 
renovated, so there is sufficient space and equipment needs have been met. It was 
assessed that, within the available programs, veterans are receiving good treatment. 
The audiologist screens all patients over TO for hearing loss, and all new psychiatric 
patients will be screened The speech pathologist has a caseload of approximately 
30 40 patientb per month which involves about 150-200 visits. ENT coverage is pro- 
vided by an otologist four days per week. A good working relationship with the 
Clinic of Jurisdiction at VAMC East Orange is maintained. 

To expand the program caseload, an additional speech pathologist has been re- 
quested through the Chief of RMS. Justification was submitted to the Position Man- 
agement Committee. Good program support has been received. As this section fully 
develops, it is anticipated that a separate service will be developed. 

Ophthalmology. Optometry* -Staffing consists of two full time clinical optometrist 
and a student intern. Within the eligibility requirements, all primary optometnc 
care is provided Referrals are received from the primary care physicians, and there 
is a patient screening program in which patients are seen once per year. Those con- 
ditions beyond the purview of the optometrist are referred to the proper source. For 
coses with pathology peculiar to the needs of an opthalmologist, a consultant is 
available three times per week. VAMC East Orange is the primary referral source 
for ophthalmic surgery. A multidisciplinary team approach is used to promote serv- 
ices for the visually impaired and legally blind patients. Rehabilitation referrals are 
made to the Blind Rehabilitation Center at VAMC West Haven. 

The clinic caseload has been increasing As the veteran population is getting 
older, there are more patients with diabetes, cataracts, and glaucoma. By providing 
uctular examinations and fiuorescene angiography, there has been success in avoid 
ing the development of occular emergencies. Referral to a retina specialist is avail 
able as needed Therapy and training are provided to patients with functional vision 
problems. It was reported that almost all the veterans from World War II need 
glasses, although all are not eligible. Glasses are provided for those who are eligible, 
and unique ways have been instituted in getting them for those who are not. Glass- 
es are received from Eyes for The Needy and the Lions Club. Efforts have been 
made to reduce the waiting time for glasses by improving the processing time at the 
station level. Previously, there was a 3-5 week wait, but for 80% of the cases, this 
has been reduced to 10 days. 

This section is in the process of applying for a fundus camera. Otherwise, there is 
sufficient equipment of a high quality. Operating space has been temporarily re- 
duced to provide an area for ENT. This room will be returned shortly, and within 
the next year an additional room is anticipated. Since 240 NHCU beds will be con- 
structed at this facility, there are plans to expand the Opthalmology/ Optometry 
programs. 

Pharmacy Service.— About 25% of the operating beds are serviced via the Unit 
Dose Distribution System. This was initiated by using internal resources for equip- 
ment and personnel. There is a vacancy for one pharmacy technician, but this is a 
position that was never filled as part of developing the unit dose system. The re- 
mainder of the units have a ward stock and a modified automatic replenishing 
system The pharmacy provides all intravenous solutions, but the demand has de- 
creased since surgery was closed. No target date for VA Central Office (VACO) 
funded unit dose program has been received. An additional 17*18 FTEE will be re- 
quired for total conversion to this system. 

During the first three quarters of FY 1983, a total of 64,688 outpatient prescrip- 
tions and 10,890 inpatient prescriptions were filled. Of these prescriptions, 26,945 
were mailed out with a processing time of less than 48 hours. The window waiting 
time is usually about 20 minutes with waits up to one hour during periods of peak 
activity. There have been increasing costs for drugs, but the total funding has been 
adequate. 

Program support from top management has been good. Gross space is available 
for this Service, but it needs to be modified so it is more functional. The general 
receiving area is inadequate, and the waiting room is cramped. Outpatient services 
should be closer to the clime area. A small consultation room has been proposed. At 
present, pharmacists are talking to patients through the service window. This is not 
effective, and the lack of compliance in taking medication is one of the primary rea 
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sons Tor patient readnussiun There are plans for renovation \wthin The Five-Year 
Facility Plan. 

Nursing Service.— At the time of the visit, there were vacancies for 27 full-time 
and ft part time registered nurses, and 13 full-time licensed practical nurses. In add- 
tion. there were nine RNs on long term sick leave and disability leave. An excess of 
nursing assistants were recruited to provide some help at the LPN level. Twelve 
RNs have been recruited, and they are to report to the station at the end of July. 
There was a temporary hiring freeze at the station, but, nevertheless, there has 
been a problem at this VAMC in recruiting and retaining professional nurses. This 
has been an ongoing situation which has gradually built up and culminated at this 
point in time. 

A combination of factors such as the type of nursing, the location of the hospital, 
and salaries and benefits were reported to have affected recruitment and retention. 
A primary reason for resignations has been the necessity for shift rotations, and it 
is questioned if the workload is becoming a secondary issue. 

Salaries at the entry level were stated to be behind community rates, while the 
long range salaries are ahead of them. Permission was granted for the request to 
increase junior grade nurses, but there was not sufficient documentation for the 
other grades If the salaries are not adjusted in October, another salary adjustment 
will be submitted in January. The benefits within the VA were reported to be equiv- 
alent of the other employers in the areas of vacation and sick leave, but poor in the 
areas of pre paid insurance plans and tuition reimbursement. The type of nursing at 
this facility is generally geriatric medicine and psychiatry, and there is competition 
with facilities that offer pediatrics, surgery, and a setting with research orientation. 

The impact of the staff shortage is that only a very basic level of care can be pro- 
vided The staff was described as disheartened and overworked. A tremendous 
amount of overtime was being used, but this has been constrained by requiring the 
personal approval of the Chief for overtime and detailing personnel from one unit to 
another At present, two floors are closed due to construction, and this has provided 
a modicum of relief As mentioned, there are 12 committed positions which will pro- 
vide additional support. 

A comprehensive review of the activities of nursing personnel during three con- 
secutive days on three separate units revealed that nurses spend very little time in 
direct patient care A significant amount of nursing time was spent in transcribing 
orders, documenting charts, cleaning equipment, checking supplies, and escorting 
patients (sometimes in clinical matters). As a result of this study, some actions were 
initiated to support nursing, but there is still much to be done, according to the 
Chief. 

In dealing with the recruitment and retention problem, the Chief stated a staffing 
methodology is needed to help determine an objective staffing level based on patient 
classifications and need Increased contact with the nursing schools will be initiated, 
and if necessary, another salary adjustment will be requested. 

Social Work Service, —There is one vacancy for a social worker for the community 
care program There has not been active recruitment since there was a temporary 
freeze on hiring. The staffing level for this Service was assessed to be generally suf- 
ficient. 

There are 360 veterans in 63 resident care homes at a cost of approximately $425- 
$130 The average age range of residents is from 45-65 years old. At Jamc-jburg, 
N J there has been a very successful program in preventing hospital readmission. 
Spaco is rented from a local American Legion post, and the VA sends a team weekly 
to provide services for the community care patients in that area. 

At the time o r the visit, there were 53 veterans in contract community nursing 
homes The VAMC is funded for fifty placements, but the cumulative average has 
been only 1ft people There are approximately sixteen 100 percent service-connected 
veterans on indefinite contracts. One of the challenges has been to try to get pa- 
tients who have had an extended stay lup to 30 years) back into the commuinty. 
Also, very few nursing homes will accept psychiatric patients. One issue that is 
being addressed by Social Work Service within the District is the placement of 
100^ SC veterans who have been in placement in community nursing homes, but 
who are readmitted to the medical center for a nonservice-connected condition. Ac- 
cording to the regulations, which affects maybe 3-4 people at each station, place- 
ment is based on the primary hospital diagnosis for the illness which was treated. 
Consequently, a 100^ S.C. veteran who has had a longstanding placement in the 
community is no longer eligible for that placement if he returns to the hospital for 
treatment of a NSC condition beyond 15 days. The criteria for placement is now 
based un the primary diagnosis of the NSC condition treated during the current hos- 
pitalization. 
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ANCILLARY SERVICES 



Chaplain Services. -This Service is administratively responsible to the Chief of 
Staff The chief regularly participates in the Directors conference and the clinical 
executive board meetings. Program support from top management and the relation 
ship with other disciplines was described as singularly high. Staffing was assessed to 
be sufficient to meet the spiritual needs of the patient population. The staff distribu- 
tion is proportionate to the number of veterans in the various faith groups. There 
are four full time Priests, two full time and two part time Protestant chaplains, and 
an occasional part time Jewish rabbi. The patient population is predominantly 
Catholic (approximately 600 patients) and Protestant (about 400 patients), while 
there are isolated requests for the rabbi. Chaplains have sectional responsibilities or 
areas of main concern. This is reviewed once per year. 

No major problems were reported. The seriously ill list is received in a timely 
manner. The operator receives the on-call list each month. There is space for confer- 
ences, sufficient offices for privacy, and excellent secretarial support. There are 
chapels in each circle. While there is no ideal location for them because the hospital 
builcLags are so dispersed, the chief is pleased with the present arrangement. The 
chapels accommodate wheel chairs and stretcher patients. Volunteers help to escort 
patients to the services. 

Dietetic Services. —There are 16 part-time food service worker positions U hours 
per day J and three full time entry level food service worker positions vacant. A reg 
ister lias been requested for those positions, and they are expected to be filled soon. 
Meanwhile, the workload has been managed by having part time employees work 
unscheduled hours which is not overtime. 

There are approximately 1,700 average daily rations served per day at a cost of 
$328 per ration. About 00 64% of the diets are modified. Convenience foods are 
used for desserts only since there is a sufficient staff of cooks for food preparation 
using ingredients. A five week seasonal cycle menu is used. 

There is one muin food preparation area, and there are two centralized serving 
units. Food is transported to the three dining areas and the NHCU on heated and 
refrigerated carts. The unitized base pelbt system is used for bedside tray service. 
Temperature control is monitored because it is a consistent problem beta use of the 
distance the food must travel and the number of times it is handled. Equipment for 
reheating is being sought to help maintain the heat of the food. 

There are three dishwashing areas. The equipment getb heavy use and, conse 
iniently. the \alves get clogged and the machines breakdown. This was assessed to 
be a minor problem and Engineering Service is responsive .n providing repairs. The 
kitchen area is old with a design from years ago. Storage space is sufficient except 
fjr the freezers. There is a renovation project scheduled for FY 198-> that will refur 
bish thi Ad IK in refrigerators, relocate the steam kettles, and provide new freezers. 
Also, the loading dock will be revamped so that there is a mure suitable way to load 
and unload food from the trucks. This will eliminate the equipment damage and 
safety hazards that occur within the present system. 

Veteran* Administration Volnnato Service < VAVS J. -There are 12 organizations 
on the VAVS Advisory Committee. Volunteers have assignments throughout the 
medical center. Their primary activities involve evening recreational activities, 
t'Murt services for the Chaplain Service, and contributions tu the Nursing Service* 
There are 150 regularly scheduled iRS) volunteers who contribute approximately 
^0.000 hours per year. The lack of public transportation to this facility is the largest 
impediment in getting volunteer support. 

The American Legion Representative is Mr. Robert Wacker and his deputies are 
Mr. John I lines, Mr, Philip Hurley, and Mr. Rudy B rush nik. Through June in FY 
1983, 11 RS volunteers contributed 2,286 hours. The American Legion Auxiliary 
Representative is Mrs. Kathleen Davis and her deputy is Mrs. Elsie Bailey. Twenty 
RS volunteers contributed 3,519 hours through the June period. 

There has been good program support from top management. The VAVS area was 
remodeled in 1D71). Consequently, there are nice accommodations with adequate 
office space and a conference room. 

Ret nation Service. -The programs and facilities within this Service were re- 
newed with the acting Chief. No major problems were reported. There is a vacancy 
fur one therapist. A full grant of activities both therapeutic and diversional are pro 
vided on and off the station. Funding and equipment have been sufficient, A good 
working relationship has been maintained with VAVS. 
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III, CONCLUSIONS 



It was reported that the funding and staffing level at this VAMC has been man- 
ageable for the existing programs so that the assigned mission can be met. There 
have been some problems recruiting and retaining registered nurses as outlined in 
the report This has had some impact on the nursing staff morale, and patient care 
has been provided at a basic care level. Efforts are oeing made to enhance recruit- 
ment. This situation has been slightly mollified by the closure of two wards due to 
construction, and the expected arrival of twelve KNs who have been recruited. Re- 
habilitation Medicine Service has been unable to recruit physical therapists. This 
was attributed to the shortage of thetapists nationwide, and the insufficient salary 
offered by the VA. It wa3 suggested that a scholarship program should be developed 
to attract therapists. 

The major buildings at this medical center were constructed in 1930 and 1946. 
There are extensive renovation projects within The Five- Year Facility Plan. This 
center does not have centralized air conditioning which makes some patient areas 
quite uncomfortable during the hot, humid summer months. AUu, the buildings are 
scheduled for renovation to eliminate JCAH and Life Safety Code deficiencies, and 
to provide patient privacy and modernization of support facilities such as nursing 
stations There are plans for the construction of a 2-10»bcd nursing home care unit. 
This includes 120 beds which are originally allotted to VAMC East Orange, New 
Jersey, but sufficient space was not available at that facility. Additionally, nonre* 
uirring maintenance projects are scheduled to provide a center for activities of daily 
living fur UMS. Tins will provide a more comprehensive program for handicapped 
veteran:* training to cure for themselves prior to discharge. A renovation project is 
.scheduled to establish a detoxification unit within the Alcohol Dependence Trent- 
meat Program, This will provide the staff better access to patients with alcohol 
problems, and there will be greater continuity of care. Full VA Central Office sup- 
port ii> needed for these projects to improve the patient environment and patient 
programs. 

Conversations with patients and the medical center administrative and medical 
staff indicate that good patient care is provided at this VAMC. Tins can be further 
enhanced by the development of several proposed programs. The Psychiatric Service 
provides a degree of treatment for veterans with Post Traumatic Stress Disorder 
iPTSDi. Group and rap sessions are available, and there is a liaison with the Out- 
reach Center. A specialized unit for the treatment of PTSD would provide a more 
extensive and developed program. However, additional personnel support will be 
needed. Pharmacy Service has initiated The Unit Dose Distribution System in about 
of the operating beds by using internal funds. An additional 17 18 FTEE will 
bj. required for total conversion to tins system, but this will not be realized without 
VACO support. Among the benefits of this svstem will be better control of inedtca 
tions and *mpro\ed use of nursing time. Within RMS there is a proposal to develop 
a head trauma unit This unit would help veterans to gain self sufficiency in the 
long .slow, process of recovery from disability from a head injury after acute treat- 
ment has been provided. This would be a district referral center. 



^ Background data and assessment on the following recommendations for this 
VAMC will hi fuund at tin Observations ami Conclusions sections of this visitation 
report 

I The Ameruan Legion recommends that VA Central Office continue to supjwrt 
and fund th»/se cunstiuction and renovation projects outlined in Five-Year Facility 
Plan. 

2. The American U*gton recommends that special funding and additional staff be 
authorized for the implementation of the Unit Dose Distribution System. 

! The American Let; tun recommends the establishment of a head trauma unit at 
this facility, and the approval and funding for the necessary staff. 

The Director concurs with these recommendations. 



Vktkuans Admin istkation Mkdu al Center Visit Statistical Report 

Location: Lyons, New Jersey 
Date of information: July 1*2, 11183. 
Location Lyons, New Jersey. 
Medical Center Director. A Paul Kidd 
Associate Medical Center Director" Alan S Hit t. 
Chief of Staff Stanley Kahane, M.D. 
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Medical school affiliation: UMDNJ—Rutgers Medical School. 



Bedup»ty 

ftwt*ng beds (averse) 
Average daily censes 
(Mpatient visit (Accumulate total) 
Waiting wt-AH bed Areas 



1.210 
1.131 
975 
25,895 



1.210 
1.131 

983 
36.010 



Service Connected 



25 
25 



0 
0 



Nc^eaitt-iwnrtcted 



1 £*M north* ftr* toy 31 1533 



KX PLAIN T1IK REASON FOR T1IK WAITING LIST 



Fifteen of tliesc ore for Nursing Home Care Unit due to very low turnover rate 
(28 percent for this FY.) 10 are in Psychiatry— Temporary closure of Units to ac- 
complish cunstrtiction project* in connection with new telephone system and electri- 
cal distribution project. 



Received Inst fiscal year; 11937. 

Number of applications accepted: 3599 (91 4 percent). 

Number of applications rejected: 338, 

Applications for medical care received this fiscal year through Mav 31, 19X3- 
2.473, 

Number of applicatioas accepted 2.338 (94.5 percent). 

Number of applications rejected 133. 

TMal medical center personnel (FTE): ll>69. 

Core ratio: K47 

Staff physicians <FTE>: BO.O. 

Consultants on the rolls: 30. 

Attending* on the rolls: None 

Residents: 9. 

Medical students: 73. 

Physician extenders: 3 



Physicians l Ft by specialty): None, 

Registered nurses: 24 

Licenced practical nurses: None. 

Nursing assistants: None. 

Others* Physical Therapists. 

Scheduled for admission ^service-connected): None, 

Scheduled for admission tnonserviee-eonnected: 1. 

Summaries pending; 103. 

Total number of ie*auestt> fur disability owiluahun examinations i2507. on Hand 
which lm\e not been completed and returne<l to VA regional office, 0. 
Operating beds in nursing home care units: 90. 



Average cost per patient day $117 92 

Average cost per outpatient visit— 0/ P. med.. $30.94; all O/P: $74.75. 
Average cost perNHCU day: $74.93. 

Average cost per patient day in community nursing homes. $52.27 
Medical Center budget allocation (this fiscal year): $50»23$,K47. 
Medical Center budget allocation ilast fiscal year): $51 ,713.33k. 



VA FORM 10*10 APPLICATIONS FOR MEDICAL CARE 



MAJOR PERSONNEL SHORTAGES 



FUN US 
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National Vktkuanh Affairs and Kkhamlitation Commission, Tub American 
Lkgion Visitation Rkport of Vktbkans Administration Mkdical Center, East 
Orange, NJ 

i. introduction 

During the week of January 31 February 4. 1983, a regularly scheduled visitation 
was made to the Veterans Administration Medical Center in East Orange. New 
Jersey The purpose of the visit was to assess the quality, quantity, and timeliness of 
health care being provided to the veteran patient. 

Coordination*— Prior to the visit, correspondence was sent to Mr, Peter Baglio, 
Medical Center Director, and Messrs. Robert W. Field, Department Adjutant. Tliad' 
deus J. Gnidxiejko, Department Service Officer, and Anthony Faschetti, VAVS Rep- 
resentative, The American Legion, Department of New Jersey, 

Statistical information pertaining to patients on the rolls, operating costs, and 
personnel strength arc attached. 

Professional affiliations. -This medical center is affiliated with the College of 
Medicine and Dentistry of New Jersey. An excellent working relationship was re- 
ported. A member of one of the service organizations serves on the Dean's Commit- 
tee. 

Hospital accreditation*- The Joint Commission on the Accreditation of Hospitals 
last surveyed this facility in October 1981. A two year accreditation decision was 
made for all programs except the Outpatient Clinic-Newark for which a one year 
nccreditation was awarded. 

MISSION OF MEDICAL CKNTER 

The Mission of this H76 operating oed primary, secondary, and tertiary care medi* 
cal center is to provide acute medical, surgical, and psychiatric inpatient and outpa- 
tient care. In addition, inpatient services are offered for Spinal Cord Injury and In< 
termed inte Care. 

Specialized programs such as dialysis, neuro-surgery. open-heart surgery, and 
therapeutic radiology are provided. There is also a 60 bed Nursing Home Care Unit 
on the grounds. 

An Outpatient Clinic is located in the city of Newark. A methadone maintenance 
program is located within a block of the clinic. A Vietnam Outreach Veterans 
Center is located approximately one mile from both these programs. 

The Director feels that MEDIPP appears to have a great deal of merit Further 
more, the Director noted that as long as the whole picture is looked at and not just 
individual needs, the process has a good chance of surviving. 

II. OBSERVATIONS 

Adequacy of Funds and Personnel to Permit Satisfactory Performance of the As^ 
signed Mission According to the Director, staffing and funding are barelv adequate 
to meet the assigned mission. Additional funding is needed for the replacement of 
various equipment. 

Space was reported to be in criticnl demand. The Director stated that the mcd«cal 
center had not been constructed for all the ongoing special projects. The Director 
further stated that it was evident that an additional building was needed for recrea 
Uou, dietetics, and administrative affairs. A warehouse is desperately needed at this 
station. Space is bein£ used next to the kitchen for storage. 

Parking is totally inadequate for this facility. Thero are only 1105 spaces avail 
able for the outpatient, visitors and 2000 employees. There is no stree* parking 
available Public transportation was reported to be practically nonexistent. Only 
two buses stop at this facility and one of those stops only twice a day. Because of a 
lack of available land, the Director sees n definite need for high«rise parking. 

An air conditioning project, which is to include a new sprinkler system, and two 
additional elevators, has been approved. The project will go out to oid this spring 
and renovations are expected to begin no later than this fall. 

The Outpatient Clinic located in Newark continues to be a "sore eye*' for this fa. 
cihty There is practically no security to speak of and absolutely no control over 
building management. The Director noted that the Inspector General Is staff suggest 
ed the* clinic be moved tc the medical center. 

The Director stated that in order to construct an additional Nursing Home Care 
Unit tNHCUl at this facility, a building would have to be demolished and one of the 
parking areas would have to be used. The Director feels, under the circumstances. 
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the |ir»|KJH.i» tis couMrmt a Jin Ihm! NIICl! at VAMC Lyons, rather than VAMC 
Kast Ornft;"*. more reasonable 

Four vvorus are to l>c used as sw.ng .spate until completion of the patient privacy 
project Then* will be a total reduction uf »5I beds when the project has been com 
pleted 

/Vo/Vvao/m/ >t-n no The Cluel of Staff «C()Si stated that staffing is adequate at 
this turn* There were two vacancies reported fur gastrointestinal physicians and a 
vacancy for nn oncologist 

Support Remus such us the laboratory and radiology wore reported tube- in need 
ot M»nu- replacement equipment Service was behe\cd by the COS tu be good 

Overall. space was reported to Ik» extremely tight throughout the futility The 
COS stated that as programs were expanded* space had become a premium 

Final inspection of the CT scanner had been completed the week prior to the 
survey The equipment was reported to be functioning satisfactorily 

The COS .stated that he believed the facility in to be in phase II of the computer 
i/atitin program It h.isbeon in phase I but thiTt had been a problem in converting 
t*» the \Jl\MPS proitruoi The COS feels that computerisation will wreath enhance 
the quality ami timettmss of care at thin facility. 

The present twelve bed Surgical Intensive Care Unit tSlCt'* i.s considered by the 
COS to be less than ideal VAMC Kast Oram,*.* is the only hospital in the District 
I* rt»rming upon heart Misery and the COS believes the propositi twenty bed SICV 
and eleven bed CCU must be approved 

Tin COS nntul that even though there is a definite need fur additional nursing 
lt*»iin Ik**1h in tlu ar«-a k there is nu snace available on the station for a Nursing 
Home Can I 'nit NIIlT* There are thirty beds available in the building adjacent 
to the NI1CC that Will be given every consideration for that um? as the need .irises 
It -diMuliI Ih in .tml that ;he COS pointed out that these beds could also be used foi 
intermediate care 

.'tsMsfti'if !)tn~>t»»r The Assistant Director feels that staffing for tlion- services 
uiuhr his ihreitiuti is adequate There were six, vacancies rejKirted in Medical Ad 
ttuiu^tiftiteai .Services al («ie Outpatient Clinic Newark and four positions fur police 
olfiters wen* reported to be vacant at the medical center. 

Tlu Assistant Director stated that there was a higher turno\er in Security Serv 
Ht Tl'is was contributed to low entry level and a lack of opportunity for proim* 
lions 

Tlu laundr\ is <». revalidated with VAMC Lyons* It was repocrted that the laundry 
lac iht v at VAMC Ly««ns was just nuw getting up .o capacity and was impro\nng 
tremendously 

There were tvvu areas uf special concern expressed by the Assistant Director 
Tlu r* is the need for additional parking and warehouse space The Assistant Dree 
t.*t to Is that tht »«nlv vlutems to these problems are high-rise parking and relocat 
1104 dietetics to open additional storage space 

I'liere i« a definite need for a I'mt Dose Program The many benefit* derived from 
such a program are recognized hy the Assistant Director 

.Sewiri/i .Serine. The Chief stated that there vveie. currently, four vacancies for 
|h»Uvi -dliters I\i-vruit(netit fur these |K«Mtiuns w 4 ts reported to be completed and the 
new utficers were expected to be available in a couple of weeks 

Tin ( hut sUited that recruitment has nut been difficult but retention of quality 
people was Mvause the |mv scale i** too low A new officer starts as a Ob \ at 
slUpi a vear The only promotion opportunity is tu a OS a at $laVttft a year It 
rtas reported that many of the offufis use this position as a "stepping stone" to 
tit In i guve*niueiil .avaiuies During tlu* Summation Conference, mamigement re 
l»u!«-d that a r»s r u-^t lur a special salary rate to turtad the high turnover had been 
U » rw a rdei 1 to 'AC Vn t ral Ottuv 

^ Auth»tii/.tii< >t i to install twu walk thru metal detectors has heen approved hv 
V \CO and are expected to Ik* in opt* rat ion at the main entrances of Buddings 1 
and I • in the very near future The Chief teels to adequately man these detectors, 
an additional mx olllcers w ill need to Ih> hired 

The Chul alsii expressed a need tor a Closed Circuit Television system itXTV< 
NLoku'i (in nt stated that they win toniuuung tu evaluate winch system wuidd be 
the most i»||i\tive lor this laeihtv 



Tins imilaal center is une of seven medical centers that constitute VA Mislical 
Distriit a I Uu Dinxtur ^atin) that the MEDIl*!* program appc-ared to have a 
Kre.it th-al u| nui «t Aviordiiig tu the Director . the program gives each hospital in 
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the district an opportunity to be reviewed, and would continue to be a good process 
as long as those involved looked at the whole picture and not just individual needs. 



New employees are oriented in all phases regarding hospital policies, employee 
benefits and duties. A follow up is provided 90 days later to answer any questions 
the employees may have. Additional orientation is provided by the immediate super- 
visor through on the job training. 



The Associate Chief of Staff position for Ambulatory Care is vacant. The Acting 
Chief, who is also in charge of the Outpatient Clinic in Newark, was on vacation 
during the week of the survey. 

Discussions with the Evaluation Physician revealed that staffing and space are 
adequate. The scheduled clinics and walk-in area are separated. The number and 
size of the examination rooms are adequate for both areas. There are no renovations 
planned at this time. 

Equipment was reported to be in good condition. There were no complaints by the 
physicians or nurses in regards to support from management in replacing equip- 
ment that had reached its life expectancy. 

The emergency room is classified as a class 3. It is staffed with an internist and a 
nurse practitioner. 

Support services were reported to be excellent. There is a stat laboratory avail- 
able on the service. 

Outpatient Clinic— Newark.— The physician in charge stated that staffing and 
funding were .adequate at this time. However, it was noted that there is no backup 
in the specialty areas such as neurology, psychiatry, dermatology, ENT, and oph- 
thalmology. Should a physician call in ill, the veterans would have to be resched- 
uled at a later date. This was reported to be a problem, particularly with the older 
veterans who do not always have a means of transportation to and from the clinic. 

It was reported by the physician in charge that the outpatient clinic services were 
limited to service-connected veterans. The only exceptions being made were for spe- 
cial eligibility categories such as POWs, WWI veterans, etc, 

A total of 30,856 visits was reported for last year. This figure represents over 115 
veterans being seen daily. The physician in charge noted that this figure does not 
include a forty percent no show ratio. The hours of operation are from 8:00 a.m. to 
4:30 p.m., Monday thru Friday. There is no weekend coverage. 

All medical services are available with the exception of surgery. All surgical pro- 
cedures, even minor surgery, are performed at the main hospital. 

Although space and equipment were considered by the physician in charge to be 
adequate, many discrepancies were obvious, even to a novice. For example, there is 
no telephone in the individual physician's office. For a physician to receive a tele- 
phone call, he must be paged through a secretary from the main desk. The mezza- 
nine, which is used as a waiting area for pharmacy, offers no means of evacuation 
in case of fire except through the pharmacy. The pharmacy is so small and 
cramped, it would be a miracle should anyone survive. The x-ray equipment is out- 
dated One piece of radiological equipment had been reported down for over six 
weeks. All of the waiting areas are small, cramped, and dingy. In fact, the entire 
clinic has all the ambiance of a WWII pup tent. 

It should be noted, at this point, that management is well aware of the above 
mentioned deficiencies as well as many others that have been consistently cited by 
JCAH. Unfortunately, management has been left in limbo by VACO and GSA as to 
whether the outpatient clinic is to remain in its present location, be moved to a 
more suitable building, or, as suggested by the Inspector General's Office, moved to 
the already overcrowded main hospital that can't provide parking for its present cli- 
entele much less an additional 115 veterans a day. Even if space and parking were 
made available, those veterans who depend on public transportation would find it 
practically impossible to get to the hospital. Under these circumstances, it is under- 
standable why management does not want to spend hundreds of thousands dollars 
on equipment and other needs of this clinic until a decision is made. 



The total bed occupancy rate for this medical center during fiscal year 1982 was 
82.1 percent. The 876 operating beds, bed occupancy rate, average length of stay and 
turnover rate are designated as follows: 



orientation/preparation op incoming personnel 



ADMISSION, OUTPATIENT CUNIC, AND AMBULATORY CARE SERVICE 



MEDICAL ADMINISTRATIVE SERVICES (MAS) 
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Medicine 
Surgery 
Psychiatry 
Spinal cord injury 
Rehabilitation . 
Neurotojy 
Intermed/ate . . 

Total. 



Opef3tm| beds 


W OCCUpMC/ 

rate 


of sUy 




322 


708 


8 


3604 


222 


851 


27 


1173 


113 


87 6 


28 


112.2 


35 


800 


100 


389 


20 


10CO 


146 


263 


82 


915 


h 


57 8 


82 


97.6 


205 


183 


876 


82.1 


18 


172.5 



The 60 bed Nursing Home Care Unit (NHCU) bed occupancy rate was reported to 
be 06.7 percent. The average monthly turnover rate for the NHCU was 3,0. 

The Chief stated that MAS is meeting the standards set by VACO pertaining to 
applications for Compensation and Pension Examination (Form 2507*. The majority 
of the applications are handled through the Outpatieni Clinic in Newark. According 
to the Chief, speciality workshops are handled by the medical center. 

The planned outpatient visits for last year were 177,910. The actual number of 
outpatient visits was reported to be 167,443. 

A major complaint registered by the Chief was the inadequate phone system. The 
Chief stated that the switchboard was being held together by bits and pieces. Ac- 
cording to the Chief, the sytem is in desperate need of being updated and a letter 
has been forwarded to the Director of the medical center requesting another field 
survey. 

The Chief stated that there were, presently, twelve vacancies in the service. This 
includes four supervisory positions (due to retirement* in the Outpatient Clinic. The 
Chief further stated that staffing would be adequate if it could be kept at the au- 
thorized ceiling. 

The following figures designate the numbers of service-connected (SC) and 
non service-connected (NSC) veterans in each category. 





Struct 


SC 


NSC 


Mednne 




46 


144 


Respiratory 




6 


30 


Surgery 




„. 59 


144 


Psychiatry 




. 23 


27 


NHCU 




16 


42 


ADIP 




. „ 11 


21 


00TP 




3 


10 


Rehabilitation . 




3 


16 


Intermediate , 




... . 11 


64 


Spinal cord injury 




8 


16 


Total 




. ... . 186 


514 



These figures indicate that a total of 36 percent of the veterans being treated at 
this facility are service-connected. 

BED SERVICES 

Medical Services.— Staffing for medical service was reported by the Chief to be 
adequate. There are, currently, vacancies for an oncologist and two G.I. physicians. 
During the Summation Conference, management concurred that recruitment for 
these positions is actively being pursued. 

Expansion of the eleven bed Medical Intensive Care Unit and Coronary Care Unit 
tMICU/CCU) has been submitted to VACO. This project will redesignate the exist- 
ing eleven beds to all MICU, create a new 6 bed CCu, an eight bed cardiology sec* 
tion, and two noninvasive beds. The Chief feels the present arrangement is too 
small, crowded, and noisy to meet the needs of the patient and staff. Management 
stated that this project, which is in the Five- Year Facility Plan, is being evaluated 
by Central Office at this time. Considering that the present location is not conducive 
to quality care, it is hoped that VACO will not hesitate much longer in reaching a 
decision. 
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Surgual Senuv The Chief of Surgical Service was not available during the 
week uf the survey The Acting Chief stated that staffing is reasonably adequate to 
meet the present workload. There were no vacancies reported. 

A project to consolidate the Surgical Intensive Care Unit iSICUj is outlined in the 
Five Year Facility Plan Presently, the SICU is comprised of two separate units. The 
corridor connecting the two units allows access to other areas which has resulted in 
creating heavy traffic. It was reported by the Acting Chief that the existing twelve 
bed SICU would be increased to twenty. 

The isolation room in the six bed recovery room is being used for storage space. 
The Acting Chief stated that this would be corrected once the Chiefs office is moved 
to the first floor and the present office is made available for storage. This will be 
part of an overall project to expand the operating suite. 

All types of surgery are performed by this service except transplantation Tfc« 
Acting Chief stated that transplantation had been approved but never funded. 

There were 3500 surgical procedures performed last year. Of this total 1 100 were 
minor In addition, 72 open-heart procedures were performed. The Acting Chief 
stated that he expected that number to increase. 

The operating suite is comprised of six operating rooms and two cystoscopy rooms. 
Other than expansion of the suite this spring, no other renovations are planned. 

Psychiatry Service— The Chief of this 113 bed service, which includes a 14 bed 
Drug Dependency Treatment Unit and a 33 bed Alcohol Treatment Unit, stated 8 
beds would be lost due to patient privacy. The Chief feels this is unfortunate be- 
cause there is a need for more beds at this medical center, not fewer. 

Treatment modalities offered by this service include, psycho-pharmacology, indi- 
vidual therapy, group therapy, family therapy, n a rcosyn thesis, hvpnosis, biofeed- 
back and a specialized lithium clinic for affected disorders. Electroconvulsive ther 
apy (ECT) is also offered. The Chief stated that ECT is used ao oft/.n as once a 
month but only on those patients that cannot be helped otherwise. 

Staffing was reported to be adequate. There is a vacancy for a psychologist in the 
Drug Treatment program. Management is recruiting to fill that position. 

Of the 12,000 scheduled visits for the Mental Hygiene Clinic (MHO the Chief re- 
ported 9,899 actual visits last year, A special team is assigned to the MHC to per- 
form diagnostic procedures for delayed stress. Staffing for the day hospital and day 
treatment center is considered to be reasonably adequate. 

There are three seclusion rooms on each ward. Restraints are used only when nec- 
essary. 

Alcohol Dependency Treatment Program (ADTPJ.-Th'is 33 bed ADTP, which was 
started in 1975, is comprised of 48 groups of 8 patients each. The average age of the 
veteran was reported to be 46. There are fifteen beds available in the hospital for 
detoxification. 

The average length of stay for detoxification is five days unless there are some 
medical problems requiring a longer term of treatment. The length of the ADTP is 
four weeks or 28 days. The staff for this program consists of: 3 Clinical Psycholo- 
gists, 1 Physician, 2 Social Workers (Masters), 2 Registered Nurses, 4 Licensed Prac- 
tical Nurses, 1 Nursing Assistant; and 1 Secretary. 

There are no Rehabilitation Technicians assigned to this program. However, out 
patient graduates come in three times a week and perform this role. The coordina- 
tor feels that this group model has been more successful than a structured system. 

The treatment therapies used in the program consist of. individual, group, family, 
educational, recreational, occupational, and corrective. In addition, the patients are 
exposed to other modalities such as, manual arts, life skilled workshops (assertive- 
ness training, etcJ, outpatient group lectures, and weekly Alcohol Anonymous meet- 
ings. Antabuse is offered but not encouraged and is only available on a selected 
basis Three halfway houses are available for those who need additional assistance 
after completing the program. 

Upon completing the inpatient program, all patients are required to attend the 
outpatient program at least once a week for three weeks. It is hoped that the pa- 
tient will continue in the program as long as it is of use to him. Three months after 
leaving the program, a follow up letter is sent to measure the continued success of 
the program. There were 3,840 outpatient visits reported last year. There were 200 
outpatients on the rolls last year resulting in approximately 20 visits per veteran. 

No one can be readmitted to the inpatient ADTP before a two year period. Outpa- 
tients no longer maintaining contact with the program cannot reenter the outpa- 
tient program before one year. 

Drug Dependency Treatment Program (DDTPh— This 14 bed ward is a locked unit. 
In addition, it is completely drug tree, Mood changing chemicals such as a sleep or 
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ner\e medication or methadone art- nut given once thu patient hus been through 
detoxification and has been admitted to the rehabilitation ward. 

The treatment modality for the twenty-one day program evolves* around the 
Tvvelv* Step Program practiced by Narcotics Anonymous. This is the same self- 
aware*....-'* program used bv Alcoholics Anonymous. The program works through a 
process of group support, group intervention and confrontation, and progressive edu- 
cation The patients also learn meditation as a means of relaxation, Family therapy 
is also offered The "PO\W group t pa rents, offspring, wives and significant others) 
meet five days a week for one hour. 

Regardless of whether the patient event uallv desires methadone maintenance, 
therapeutic community, Narcotics Anoiiymuus, or individual drug free counseling as 
his treatment modality the patient must be exposed to the Twelve Step Program in 
a sequential manner 1 1 steps each week; during the twenty -one days. For example, 
patients who desire methadone maintenance must complete the twenty-one day pro- 
gram in order to receive methadone. 

The post hospital treatment program consists of visits of no less than once a week 
during the first month after discharge. The patienU, are then required to be seen 
twice during the following two months for a total of six weeks. 

The average age of the yeteran entering the program is 31 years. An approximate 
total uf 12^ of the patients find they need methadone maintenance after discharge. 
There were 17,000 visits to the methadone treatment center last year. It was report- 
vd that the number of yisits has been coming down since starting Narcotics Anony- 
mous in February 19X1. 

The following is a complete list of staff for this program. 

Medical Building 1 Physician. 2 Registered Nurses, 3 Licensed Practical Nurses, 2 
Nursing Assistants, 2 Rehabilitation Technicians, 1 Outreach Rehabilitation Techni- 
cian, 1 Program Kyahiator. 2 Social Workers, 1 Psychologist. 1 Veteran Benefit 
Counselor; and 1 Program Coordinator (Chief). 

Outpatient 'A Registered Nurses, 1 Social Worker, 3 Rehabilitation Technicians, 1 
Assistant Chief; 3 Clerical Workers; and i Physician (.5), 

Spinal Cord Injun Seruve t SCI K— The Chief stated that the average length of 
stay for paraplegics is six to nine months and for quadriplegics, at least one year 
and in many cases longer. 

Equipment was reported to be excellent. The Chief stated that management is ex 
tremely cooperative in replacing or ordering new equipment. 

Staffing is considered to be reasonably adequate. The Chief stated that he would 
prefer to have more registered nurses with graduate degrees because he feels they 
would be more adaptable to a program like this than those who have not completed 
their graduate work. 

In July 198U a Hospital Based Home Care Program was started. Staffing for this 
program k as follows 1 Public Health Njrse, 1 Nurse Practitioner, 1 Physician, 1 
Physical Therapist; and 1 Spinal Cord Injury Technician. 

The Chief stated that the program is working extremely well and felt it will prove 
to be cost effective. It should be noted that from 12 10 SCI patients have been seen 
since the program was started. 

There is no special outpatient clinic available. The veterans are scheduled three 
to six months in advance to be seen by a physician on the ward. 

Treatment modalities offered include. Corrective Therapy, Occupational Therapy. 
Manual Arts, Physical Therapy, Recreation, Educational Therapy, Orthotic Clinic, 
and Prosthetic Clinic. 

Several other activities are available such as picnics, social hour, ward parties, 
off-station outings, and driver s training. 

A dining room is not available on the ward. A dining out program is offered, 
across campus, in Building 18. 

Neurology Svnue. -The Chief of Neurology Service was not available at the time 
uf the survey The Acting Chief stated that the nine physicians assigned to the hos- 
pital and the two physicians available at the outpatient clinic were adequate to 
meet the workload All of the physicians were reported to be board certified, 

There were no problems reported with the support services. Equipment was also 
reported to be in excellent condition. 

The Acting Chief stated there were no backlogs at this time. It should be noted 
that the Acting Chief mentioned that it is unfortunate that nonservice-connected 
veterans could not continue to be seen after one year because it breaks up the conti- 
nuity of care. 

Rehabilitation Metlutne Service iRMSK -The Chief of Rehabilitation Medicine 
Service I RMS) was not available at the time of the survey. The program coordinator 
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.■.tilted that overall .stall nig is adequate to meet the present workload. However, it 
was mentioned that four vacancies exited for physical therapists These positions were 
it-ported to be extremely difficult to fill. According to the coordinator, the present 
guidelines require a physical therapist to have a current license within the state as 
*t-ll as a decree. It was also reported that the private sector offers more competitives 
salaries. 

Plans to renovate this service and increase the number of beds from 20 to 33 are 
outlined in the F*ive Year Facility Plan. This expansion would include two beds for 
Umale privacy. HoAever, sources indicate that under the MEDIPP concept program 
a reduction of the present 20 beds to 1C> is possible. During the Summation Confer 
ence, management stated that the renovation and bed space would be addressed 
once the present air conditioning project is completed. 

There were nu complaints reported about equipment. The Coordinator stated that 
management had been cooperative in keeping up with replacement requests, 



The C Wdmator for the Nursing Home Care Unit tNIICU) stated that an addi 
tional ;U) beds had been proposed for this 60 bed unit. Building 17, located across 
(rum the present NHCU, is the proposed site for this addition Management stated 
that the proposal is in the Five-Year Facility Plan, but that the area could also be 
u-hiI for intermediate beds. However, it should b*; noted that the waiting list showed 
in the hospital and 1)1 outside of the hospital with an average waiting time of six 
mouth* Furthei discussion of the need for nursing home beds can be found under 
Social Work Service, 

The average age of the residents was reported to be TO years old. The oldest resi 
dent is !M> and the youngest is '10. 

There were In Category I residents on the NHCU during the survey. The remain 
der of the categories were as follows: 



A total of .">S residents were on the unit. One Category I and one Category III 
were absent and ill in the hospital. 

Staffing for the unit was reported b> the Coordinator to be adequate. Overall cov 
uagt is considered to be good and there is always at least one registered nurse on 
duty during the night shift. In addition, a full-time phj&ician is available to the 
unit 

The unihiamv left a lot to be de^red However* the Coordinator stated that new 
(ui lushing, curtain*, and paintings were to be delivered bhortlv. Furthermore, the 
Coordinator noted that the unit was to be repainted. 



Autlt**lot>\ ami Spveth Pathology Serine.— The location of this service is consid 
1 1 eil to be veiy good, however, the Chief stated that overall space is extremely 
i tamped. A niiiioi construction project to renovate the exi&ting space is outlined in 
the Five. Year Facility Plan for fiscal year 198-1. 

According tu the Chief, faffing for "this service is not adequate for speech patholo 
fci.>U The Chief feels there is a need for two additional speech pathologists and one 
-eui-tary. The following is a list of the on-station staff. 3 Full time Audiologists, 2 
Ft. II tune Speech Pathologists, J Secretaries, and 1 Chief ispeciali/ing in Audiology 
and Speech Pathology! 

A total of IHHMi visit* is being projected for fiscal year 19S3. Last year combined 
Jinn visits totaled /sJM). In addition, this extended service issued approximately 
MM) hearing aids. 

The Clue! noted the actual life expectancy for clinic equipment seemed to be 
shuiier than the standard set by VACO. The Chief feels because of its high usage, 
equipment needs to he leplaced ever> three to five >ears. In addition to replacing 
equipment, the Chiel feels there is a definite need by this service for a video cas 
>eUi it conler for t her apt and teaching. Management stated during the Summation 
CoiiieieiKe, that one is going to be ordered for the entire hospital and would be 
>haied b\ the individual services. It is hoped one will be enough to be shared by the 
M-v'»ral services that could make use of a VCR. 
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Ophthalmology Optometry Service is a separate section under Surgical Service, 
The following is the list of personnel of this section, 1 Chief Ophthalmology Section 
(part-time); 2 Attending Physicians (part-time); and 1 Consultant. 

It was reported that an additional ophthalmologist is needed to help handle the 
Workload in the clinics. 

Among various categories of treatment are cataract, glaucoma, and reconstruction 
surgery for inpatients Laser surgery, refractions, eye glasses, and contact lens are 
airung those services offered on an outpatient basis. 

Some of the equipment reported to be in need of replacement included an exami- 
nation chair, a ceiling mounting for the operating microscope, diagnostic contact 
lenses, indirect ophthalmoscope and an irrigation/aspiration machine for cataract 
surgery. Management stated that this need was being addressed. 

Pharmacy Service.— Unit Dose is still not available at this facility. The Chief 
noted that a proposal for the program has been at Central Office for some time, but, 
there has been no reference made as to when, or if, Unit Dose would be implement- 
ed According to the Chief, an additional twenty-four pharmacists would be needed. 

Staffing for Pharmacy Service is considered adequate. In addition to the fifty-five 
on staff, eleven volunteers are utilized. 

A total of 427,105 prescriptions was dispensed during fiscal year 1982, Of this total 
forty percent were reported to be mailouts with a turnaround time of 48 hours. The 
processing time for those prescriptions filled at the window was reported to be, on 
an average, 45 minutes. 

It should be noted that the Chief stated that at least 45% of those prescriptions 
filled last year were refills. It is hoped that with the newly installed call-in system, 
the waiting time at the window will be further reduced. Under the new system, the 
veteran merely has to call in the day before and his refill will be ready when he 
comes to the pharmacy the following day. 

AH patient profiles were reported to be intensely reviewed. A patient consultation 
room is not available nor is there space to provide one. The Chief stated that, if 
necessary, the veteran is invited into the supervisory area for consultation on the 
effects of the veteran's medication. 

The Chief feels that computerization of this service would provide a broader and 
more complete patient profile. Furthermore, it would provide a more sophisticated 
system for detecting drug abuse and preventing drug interaction. The Chief also 
feels *that quality assurance would also be greatly improved. 

Nursing Service —The Chief of Nursing stated that staffing is consistently improv- 
ing The Chief noted a need for twenty additional Registered Nurses (RNs) for inter- 
mediate care and general medicine and surgery. The Chief also noted that recruit- 
ment is always ongoing tor critical care nurses and that these were the hardest posi- 
tions to fill. 

The turnover rate for RNs was reported to be fifteen percent or two percent below 
the national average. The turnover rate for Licensed Practical Nurses (LPNs) was 
reported to be approximately twenty percent. To compensate for a low core ratio of 
nonprofessional staff, a special class to train nursing assistants (NAs) has been de- 
veloped The program lasts six weeks and consists of classroom activities as well as 
on-the-job training. The trainee starts as a GS-3 and is promoted to a GS-4 in six 
months After one and a half years the NA is eligible for promotion to GS-5. All 
further promotions are merit level raises. 

A major problem reported by the Chief was the need for adequate ward clerk cov- 
erage on weekends and evenings. This is a nationwide problem and one that needs 
to be addressed by Medical Administrative Service at VA Central Office. 

There are four affiliated nursing schools available to this service. As many as 
forty students are on station at a time. Also, it was reported that graduate students 
from Seaton Hall assisted in geriatrics. 

Social Work Scrvicc.-Thc Chief of Social Work Service stated that all but two of 
the thrity eight social workers assigned to this service have their Masters. Staffing 
is considered to be fairly adequate and there were no vacancies reported. 

There are only twenty-two nursing homes available in the area for referrals, 
VAMC East Orange is in competition with the primary service area of New York 
and Philadelphia, which has made it even more difficult to refer veterans patients, 
according to the Chief. 

A total of 119 veterans presently reside in these twenty-two homes. The average 
daily cost per patient is $55, It should also be noted that a maximum of $70 per day 
is available to this service. 

A Residential Home Care Program is not available to the veterans o( East 
Orar ^e The Chief stated that his staff could not find any homes in the area that 
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could pass the National Safety Features. Of the 122 inspected, only four meet the 
standards. 

Approximately 500 veterans are seen through Hospital Based Home Care HBHC. 
The Chief believes that more veterans could be seen but additional employees would 
have to be added to the present staff. In addition to the HBHC started in 1974, an 
HBHC was started in July 1982 for the Spinal Cord Injury Unit. The Chief stated 
that an excellent team had been developed for the program and that the sixteen 
patients involved were pleased with the results. 



Dietetic Service.— The Chief of Dietetic Service stated that the Pellet System for 
food conveyance has been used for several years. There have been complaints from 
the patients about the temperature of the food, even with this system. It should be 
noted that the meal eaten in the dining area used by the NHCU and ADTP was 
only moderately warm. The Chief stated that the major problem with temperature 
control was the long distance between the dining area and the main kitchen located 
across the campus in the main hospital. However, it was suggested, during the Sum- 
mation Conference, that the steam tables in the dining area be checked for faulty 
heating elements or to check on the initial delivery time, because, when the second 
choice was delivered much later in the lunch hour, the food was piping hot. 

Selective menus are available only to patients on the Spinal Cord Injury Unit. A 
second choice is offered to all others. 

Currently, 800 patients, volunteers, and interns are fed daily. A total of forty per- 
cent of the meals served are convenience items. According to the Chief, forty-five 
percent of the meals served are modified. The raw ration cost was reported to be 



Equipment is considered to be in excellent condition. A total often new convec- 
tion ovens was installed one and a half years ago. In addition, a new dishwashing 
unit has been added. 

The Chief stated that staffing is adequate for this service. There are sixteen dieti- 
tians available. There were no vacancies reported. 

Chaplain Service.— There were no vacancies reported. Staffing for this service is 
considered adequate to meet current workload. The personnel ceiling was last up- 
graded in June 1982. 

Overall funding, including travel funds, is considered to be adequate. There has 
been a slight increase in funds for this fiscal year. 

Chaplain Service is administratively under the Associate Director. The Chief of 
the service is included in all executive staff meetings. 

It was reported that the Chaplains are receiving the seriously ill list on a timely 
basis. The telephone operator does maintain a chaplains on call list. 

The Chapel is easily accessible to the elderly and the handicapped and there are 
ample directions to its location. Adequate space is provided for consultation. 

Recreation Service.— The Chief stated that staffing for Recreation Service is ade- 
quate at this time. There was one vacancy reported for a recreation therapist. The 
on station staff consists of. 4 Recreation Therapists, 1 Music Therapist (part-time), 
and 1 Chief. 

There is also a full time recreation therapist assigned to the Outpatient Clinic in 
Newark. 

Space is considered to be critically tight. However, the Chief stated that due to 
the lack of space throughout the facility, what space had been made available was 
appreciated. It was also reported that the auditorium was made available to this 
service only after 4.30 p.m. during the week and all day on weekends except Sunday 
morning when it is used for church services. 

There are two buses available for off-station activities. However, only one is 
\yheelchair accessible and can only accommodate five wheelchair patients in addi 
tion to 17 ambulatory patients. The other mini bus can accommodate 19 ambulatory 
patients only. 

Veterans Administration Voluntary Service (VAVS).— There are thirty-five organi 
zations on the VAVS committee. These organizations are represented by 650 regu- 
larly scheduled volunteers. These volunteers contributed 57,000 hours in 1982. 

The American Legion has 213 volunteers who have contributed 753 hours during 
the first quarter of this year. The 216 American Legion Auxiliary volunteers donat- 
ed 804 hours during the same period. 

The American Legion VAVS Representative is Mr. Anthony Faschetti. His depu 
ties are Mr. Edward Kenny and Mr. Gene McVeigh. The VAVS Representative for 
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The American Legion Auxiliary h Mr». June Jun uozewski and Mrs. Mane Scalerciu 
is her deputy. 

111. CONCLUSIONS 

The existing separated Surgical Intensive Care Unit needs to be recognized as a 
critical deficiency The proposal to consolidate the unit will eliminate the present 
unnecessary traffic and provide a more stable environment for the patients recov- 
ery. In addition* this project will increase the bed capacity of this SICU from 12 to 
20 beds. When considering that this is the only facihtv within the district providing 
open heart surgery as well as huving an average bed occupancy of over 85%, tins 
increase would seem to be more than justified. 

The present location and condition of the Outpatient Clinic in Newark is shame- 
ful, deplorable, and hazardous. Should VACO continue to lease this space from GSA, 
leaving all of the existing deficiencies unchanged, then the medical center will have 
to continue to face the prospect of significant and further erosion of morale and 
services. The effectiveness of the clinic must be recognized as an integral part of '.he 
hospital's mission. 

The implementation of Unit Dose will contribute significantly to improving the 
services of the inpatient pharmacy. Although space is at a premium for this facility, 
management is prepared to begin the program once funding has been approved. 

There is a definite need to redesignate the existing eleven bed Medical Intensive 
Care Unit lMICUj. Coronary Care Unit (CCU) to all MICU beds and create a new six 
bed CCU. The overall impression of the present unit was of Grand Central Station 
at peak times. There is, at times, literally no room to maneuver and worst of all, the 
noise is deafening Any improvement over the existing conditions could only en- 
hance the quality of patient care. 

Scarcity of land has made it increasingly difficult for management to provide 
ample parking for the veterans and employees. The solution seems clear enough, 
when there is no longer any room to move horizontally than move vertically, A 
high ri*>e parking garage would alleviate the current congestion and daily frustra- 
tions. 

IV. RECOMMENDATIONS 

^ Background data and assessment on the following recommendations for this 
VAMC will be found in the Observation and Conclusion sections of this visitation 
report 

1. The American Legion strongly recommends that the proposed consolidation of 
the Surgical Intensive Care Unit be approved and funded and that adequate person 
nel be made available to support it. 

2 The American Legion recommends that the current Medical Intensive Care and 
Coronary Care Unit IM1CU, CCU) be redesignated and a new six bed CCU be crc 
oted, 

3. The American Legion recommends that VA Central Office make an immediate 
decision on the disposition of the Outpatient Clinic located in Newark. 

I. The American Legion recou mends that funding and adequate staffing be au- 
thorized for the implementation of Unit Dose. 

T> The American Legion recommends that VACO make an on-site visit to deter 
mine the location and approve the construction of a high rise parking garage. 



Vktkrans Administration Medical Center Visit Statistical Report 

Location: Kast Orange, NJ. 

Medical Center Director: Peter Bnglio. 

Assistant Medical Center Director: Frank Taylor, Jr. 

Chief of Staff: Oscar Serlin, M.D. 

Medical school affiliation. University of Medicine and Dentistry of Neu Jersey 
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1913 1912 



Inpatient census (FYID) „ 

Outwtent visit (accumulative first quarter) 
Waiting hi 

SefvkMonnected...... 

Nonsen/k*<OMected... 



741 726 
27,914 110.401 



VA FORM 10-10 APPLICATIONS FOR MEDICAL CARE 

Received last fiscal year: 25,829. 

Number of applications accepted: 24,503. 

Number of applications rejected: 1,326. 

Applications for medical care received this fiscal year: 6,351. 

Number of applications accepted: 5,802. 

Number of applications rejected: 549. 

Total medical center personnel (FTE): 2002. 

Core ratio: 1.69. 

Staff physicians (FTE): 133. 

Consultants on the rolls: 225 

Attendings on the rolls: 99. 

Residents: 109. 

Medical students: 50. 

Physician extenders: 0. 

MAJOR PERSONNEL SHORTAGES 

Physicians (FT by specialty): . 
Registered nurse: 
Licensed practical nurses: . 
Nursing assistants: 

Others: Physical Therapists, Radiology Technicians. 
Scheduled for admission (service-connected): 0. 
Scheduled for admission (nonservice-connected): 0. 
Summaries pending: 335 (As of January 20, 1983). 

Total number of requests for disability evaluation examinations (2507) on hand 
which have not been completed and returned to VA regional office: 0. 
Operating beds in nursing home care units: 60. 

FUNDS 

Average cost per patient day: $207.79. 
Average cost per outpatient visit: $65.00. 
Average cost per NHCU day: $124.09. 

Average cost per patient day in community nursing homes: $48.42. 
Medical center budget allocation (this fiscal year): $78,814,278. 
Medical center budget allocation (last fiscal year): $75,104,341. 



Veterans Administration Outpatient Clinic Visit Statistical Report 

Date of information: January 26, 1983. 
Location: Newark, NJ. 
Clinic Director: (Acting) S. Einhorn, M.D. 
Chief of Staff: Oscar Serlin, M.D. 

STAFF 

Total outpatient clinic personnel (FTE): 98. 
Office of Director: 4, 
Medical personnel: 
Full-time: 13. 
Part-time: 5. 

Administrativepersonnel 43— See attachment A. 
Physicians (FTE by specialty): 15— See attachment B. 
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Registered nurses: !J. 
Licensed practical nurses: 0. 
Nursing assistants: 2. 

Others: 11 Pharmacy; 5 Prosthetics; 4 Laboratory, 4 Social Work, 1 Supply, and 6 
Radiology. 

Fiscal year staff visits cumulative to date: 14,961. 
Same period preceding year: 14,051. 
Fiscal year fee basis visits cumulative to date: 4,924. 
Same period preceding year: 8,180. 

VA FORM 10-10 APPLICATIONS FOR MEDICAL TREATMENT 

Received last fiscal year; 1021. 
Number of applications accepted: 1021. 
Number of applications rejected: 0. 

VA FORM 10-10 APPLICATIONS FOR MEDICAL TREATMENT 

Received this fiscal year to date: 277. 
Number of applications accepted: 277. 
Number of applications rejected: 0. 

REQUESTS FOR DISABILITY EVALUATION EXAMINATIONS (2507) 

Received during previous month: 437 + (839 pending end of November). 
Disposed of during previous month: 581. 
Pending end of previous month: 695. 

FUNDS 

Average cost per outpatient visit: $65.00. 

Outpatient clinic budget allocation (this fiscal year): Not available. 

Outpatient clinic budget allocation (last fiscal year): Not available. 

Key personnel vacancies. 1 Pharmacist, 2 Psychiatrists, 1 Recreation Therapist, 4 
Physical Therapists. 1 Police Officer, 1 Associate Chief of StafTt Ambulatory Care), 1 
Supervisory Clerk; 3 Clerks; 2 File Clerks; and 1 Physician. 



State of New Jersey, 
Department of Community Affairs, 

Trenton, NJ, October 4. 1984- 

House Select Committee on Aging, 
Human Services Subcommittee, 

The New Jersey Division on Aging has had 27 years of experience in the business 
of aging We were created legislatively some eight years before the enactment of the 
Older Americans Act and the establishment of a federal office on aging. We are 
proud of the foresight of those who created our division, as the agency of New 
Jersey State Government to plan and coordinate a network of services and pro- 
grams for our older population. 

We certainly want to begin by expressing our appreciation to the Committee for 
the opportunity to submit testimony regarding a truly critical situation. 

In New Jersey, there are 960,500 veterans of all wars. Of this total, there are 
10,500 veterans of World War I, all of whom are older than 80 years, and 418,800 
veterans of World War II who average 64 years of age. Veterans now make up 
129<$ of the total population of New Jersey, and 26% of the male population. 

By the year 2000 we anticipate approximately 857,000 veterans of all wars of 
whom about 64% will be over 65 years of age. This total, 541,000, will be 46% of 
New Jersey's total 65+ population estimated to be 1.86 million. This will be nearly 
a fourfold increase in the percentage of veterans among those 65 and older and rep- 
resents a tremendous challenge to the Veterans Administration and to the New 
Jersey Division on Aging, 

The range of responsibilities may or may not change significantly for either the 
Veterans Administration or the New Jersey Division on Aging, but the rapidly 
rising volume of individuals with increasing need for support will require greatly 
expanded resources and new techniques to manage the resources. There must be an 
immediate start in research and study to anticipate and identify the coming prob- 
lems and needs and to inaugurate new channels of coordination between the Veter- 
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an* Administration, thv State Division of Veterans Programs and Special Services 
within the New Jersey Department of Human Services, and the aging network. 

The Division on Aging vigorously supports the establishment of a gerontological 
research center at the Veterans Administration facility in Lyons. New Jersey to 
begin the above process. 

In addition, as the designated central agency in New Jersey State Government for 
tru planning and coordination of programs and services for all older persons, the 
Division on Aging looks forward to developing a formal memorandum of under 
standing with the Veterans Administration in New Jersey and the State Division of 
Veterans Programs and Special Services. No eligible veteran should be deprived of a 
needed service because the aging and, or veteran's network cannot respond to the 
1 growing need A cooperative agreement by the Veterans Administration, the State 

Division on Aging, and the State Division of Veterans Programs and Special Serv 
ices, on the level and quality of support necessary to provide the highest degree of 
response, is our goal. Veterans deserve nothing less than this. 

Thank you for this opportunity to speak about the challenges, and hopes, for our 
division We are well aware of the coming problem, and we nope the Congress will 
continue its positive response to provide some of the necessary resources. 

Ann Zaiioka, 
Director, New Jersey Division on Aging. 

SOURCES 

' N J Revised Total & Age & Sex Population Projections- 1985-2000" from Office 
of Demographic and Economic Analysis, Department of Labor (7-83). 
"Population Estimates for N.J. n ODEA— Department of Labor (9-83). 
"Veteran Population 11 Veterans Administration, May 1984. 



Sknior Citizens ok Manvillk, Inc., 

Manville, NJ. August 17, mi 

Congressman Matthew J, Rinaldo. 

Ranking Minority Member, Select Committee on Agtng, House of Representatives, 
Washington, DC 

Honorable Congressman Rinaldo. I sincerely thank you for the opportunity to 
submit a statement and/or brief for inclusion in your field hearing— Older Veter- 
ans. Growing Numbers, Changing Needs," August 27. 1984, in Bound Brook. 

The plight of the veteran is not too unlike that of todays older citizens. A basic 
need for the older vet-ran is housing, where he can be cared for in his remaining 
days of life. Many today suffer a variety of ailments that directly or indirectly 
relate to their months of service. 1 refer to those minimal afflictions one may not be 
concerned with at the time of occurance. skin ailments, arthritis - starting with 
cold, damp conditions in the field, not evident until later in life, minor wounds or 
injuries that in later vears, restrict the full activity of limbs and joints of the veter 
an, depressive neurosis, stress disorders, etc. 

A few years ago, the Veteran's Administration, issued an identification card for 
outpatient treatment, to those veterans with a 30% or greater disability. If a veter- 
an does not have such an I.D* card, he in most cases, must seek relief through the 
usual means— namely, his personal physician. 

If the veteran requires hospital care~the cost of a room, according to a U.S De- 
partment of Labor statistics, rose 508% since 1967. Since 1977, the costs rose an- 
other 90.2%. These exhorbitant costs led to many personal bankruptcies. 

Even if the veteran has good basic hospital and major medical coverage, there 
may be deductibles and co-payments, that could wipe one's savings out, after a seri- 
uus illness. Many veterans, with or without I.D. cards, cannot gain admission to a 
veteran's hospital, because of limited beds available. More beds are indeed needed, 
along with more efficient, updated equipment and with qualified personnel. Because 
of prohibitive health care costs, where a veteran cannot get into a vet's hospital, he 
lies home in bed and suffers, because he just cannot afford the exhorbitant medical 
and hospital costs. Hospital and doctors services have been rising double and triple 
the overall rate of inflation. Medicare, upon which the veteran is also dependent, is 
expected to become insolvent by 1990 and to pile up deficits thereafter, unless quick 
remedial action is taken soon. 

With the upcoming national election, it is evident that our legislators in Washing- 
ton do r.ot choose to belabor doctors, medical and hospital costs. Hospitals should 
become more efficient. States should take action to establish a reasonable ceiling on 
income. Perhaps, the Federal Government should place some restrictions on hospi 
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tals Doctors should now Ik ujmpi lied tu accept medicate rate* as payment in full 
for hospital care and treatment in tin- doctor's office. Wo arc badly in need of cost- 
control legislation in this regard. 

Some veterans even after admittance to a veteran* hospital, who may require 
surgery, get a release and mo to a community hospital uit much greater cost / because 
of conditions in the V A Hospital Le inadequate and untraine<l help, unclean 
conditions, attitude of workers, etc 

I won't go into the overall economics uf the veteran** daily life. 1 stilted in my * 
first few words The veteran* plight is not too unhke that of todays older citizen." 
In the case of the veteran, however, the continuing escalation of the Federal deficit 
budget ha* hurt immensely Ent it lenient programs for the veterans have suffered 
great ly The veteran knows that he too must realize the count ry * economic condi- 
tion* The escalation of the budget is due to spending and lack of sensible taxing, 
loop holes promised to be taken care of, but a I way* left as is, escape areas for large 
corporations, etc. 

We feel one item taken away two years ago - the §300 burial allowance, should be 
restored Adequate prov i.siou?. should be made to m.sure enough burial plots for the 
veteran. 

It just seem*, that when cutbacks are enacted, as in so many entitlement pro- 
gram*, the elderly, which includes the veteran, are most and quickest affected. 

In conclusion. I would like to list some items the Veteran's of Foreign Wars, of 
which organization 1 am a member pledge: 

"Not only to maintain tlie Veterans Administration as an independent agency 
primarily charged with the care and well-being of veterans, but, also, to elevate the 
Administrator of Veterans Affairs to cabinet level/' 

"That, no national health insurance plan will be approved which would, or could, 
invade the VA hospital and medical care system/" 

'That, no reorganization plan will be submitted which would abolish in whole, or 
in part. any of the functions of the VA and its programs, or transfer any function or 
program to any other agency/' 

'That, a realistic budget for the VA will be proposed to maintain the integrity of 
the VA ho*pital and medical care system and the entitlement and benefit pro* 
Krams/" 

"That, no honorable discharged veteran who served in our Armed Forces during a 
period uf war or hostility in need and seeking medical care will be denied that care 
by the VA " 

"That, we will actively support legislation to resolve the problems of World War 
II vittmn* exposed to lom/ang radiation and Vietnam veterans suffering from her- 
bicide exj>osure " 

"That, we wdl reject any proposal to eliminate or reduce compensation payments 
to veteran* with service connected disabilities or additional allowances paid for 
their dependents " 

"That, we will pursue improvement in the Veterans Administration's pension pro- 
gram for veterans in need due to their nonservice connected disabilities/' 

"That, we will give serious consideration to granting a coaxial pension to World 
War I veterans and their widows." 

"That, we will reject thr Grace Commissions proposal to alter the way in which 
the VA disposes of repossessed homes when veterans default on insured loans/' 

"That, to expand the VA national cemetery system more rapid ly so that a veteran 
will be provided a final resting place in a national cemetery in his or her own State 
reasonably near his or her survivors/* 

These are the Veterans of Foreign Wars platform views, sent to both the Demo- 
cratic and Republican convention platform committees, 

Agair. a sincere thank you for the op t iortumtv to express some of my view-s. Also 
a most sincere thank you for your personal interest in the concerns of the people 
you represent in Washington. " f 
Sinceredy. 

Frank Stkrmnsky, President, 
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